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Executive  Summary 

Executive  Order  #421,  issued  on  May  10,  2000,  called  for  the  development  of  a  long-term  care 
plan  for  elders  to  be  implemented  over  the  next  five  years.  The  Executive  Order  asked  that  this 
report  make  recommendations  related  to  the  following  four  points: 

>  Maximize  the  cost-effective  use  of  existing  resources  and  enhance  community  options. 

>  Suggest  new  methods  of  assessing  quality  of  care  in  long-term  care  settings  and  introduce 

incentives  for  providers  to  improve  quality. 

>  Establish  priorities  for  expenditures  on  long-term  care. 

>  Analyze  wage  inflation  and  its  impact  on  labor  shortages  and  quality  of  care  in  long-term 

care. 

This  report  includes  the  following: 

>  An  overview  of  the  Commonwealth's  current  long-term  care  system  including  major  efforts 

already  underway  to  improve  the  array  of  and  coordinated  access  to  long-term  care  services 
for  elders  in  the  Commonwealth, 

>  An  overview  of  the  ongoing  challenges  facing  the  Commonwealth,  elders  and  their 

caregivers  in  meeting  elders'  long-term  care  needs, 

>  A  vision  of  a  unified  long-term  care  system  including  principles  to  guide  development  of 

such  a  system,  and 

>  Recommended  steps  for  building  such  a  unified  long-term  care  system. 

Background 

Long-term  care  refers  to  the  health/medical,  personal  care,  and  social  and  supportive  services 
needed  by  people  who  have  lost  some  capacity  for  self-care  because  of  a  chronic  illness  or 
condition,  whether  physical  or  mental.  Several  state  and  federal  agencies  play  major  roles  in 
financing  long-term  care  services,  licensing  long-term  care  professionals  and  providers, 
monitoring  providers,  and  assisting  in  training  of  long-term  care  personnel.  Through  these 
agencies,  the  Commonwealth  has  developed  numerous  programs  to  address  elders'  preference  to 
stay  in  their  homes  and  communities  as  long  as  possible.  Several  of  these  programs  are 
collaborations  between  state  agencies  or  between  the  state  and  federal  governments.  This  report 
contains  examples  of  a  few  collaborative  programs  that  are  providing  elders  with  necessary 
services. 

Current  and  Future  Challenges  in  Long-Term  Care 

Future  Demographic  Changes  and  Their  Implications 

There  are  currently  860,162  people  over  the  age  of  65  in  Massachusetts,  representing  13.9%  of 
the  population.  While  the  number  of  elders  will  decrease  by  0.5%  over  the  next  five  years,  the 
long-term  trend  indicates  that  the  number  of  elders  in  the  Commonwealth  will  increase  48.5%,  to 
1.252  million  or  18.1  %  of  the  population  by  the  year  2025.  The  population  over  the  age  of  85  is 
the  fastest  growing  segment  of  the  elder  population  and  is  projected  to  increase  81.9%  between 
1990  and  2010.  This  estimate  is  even  conservative;  the  85+  population  in  1998  was  already 
greater  than  that  projected  for  the  year  2000.  Almost  50%  of  individuals  over  the  age  of  85  are 
also  estimated  to  have  Alzheimer's  disease  or  a  related  disorder,  and  therefore  are  likely  to  need 
special  services.  The  dramatic  increase  in  this  population  will  create  great  challenges  for  the 
long-term  care  system. 
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Long-Term  Care  Financing: 

The  Commonwealth  spent  over  $1.5  billion  in  FY2000  on  long-term  care  services  for  elders* 
through  the  Division  of  Medical  Assistance  and  the  Executive  Office  of  Elder  Affairs.  That 
spending  is  heavily  weighted  to  institutional  care,  which  consumed  nearly  $1.2  billion  or  83.3% 
of  total  spending.  On  a  per  capita  basis,  $34,100  was  spent  on  average  for  nursing  facility 
residents  and  $6,329  was  spent  on  average  for  elders  residing  in  the  community.  In  addition, 
Massachusetts  has  a  25%  greater  rate  of  nursing  facility  utilization  among  its  elder  population 
than  the  national  average,  and  a  65%  greater  rate  of  Medicaid  nursing  facility  utilization  than  the 
national  average. 

After  Medicaid,  elders  themselves  contribute  the  second  largest  amount  of  funding  to  pay  for  the 
long-term  care  services  provided  in  both  community  and  institutional  settings.  It  has  been 
estimated  that  32%  of  all  long-term  care  expenditures  are  out-of-pocket  payments  from  elders. 
Nationally,  the  value  of  the  unpaid  care  provided  by  family  caregivers  has  been  estimated  at 
$196  billion  a  year  in  1997. 

Health  care  expenditures  on  the  elderly  are  increasing  faster  than  expenditures  on  the  rest  of  the 
population  due  to  a  number  of  factors:  growth  in  the  elderly  population,  greater  use  of  new 
prescription  drugs  among  the  elderly,  the  use  of  more  costly  interventions  for  the  elderly,  and  the 
use  of  more  and  better  medical  services  for  the  elderly.  If  present  trends  continue  through  2020, 
elders'  consumption  of  health  care  will  be  approximately  $25,000  annually  per  person  (in  1995 
dollars)  compared  to  $9,200  in  1995.  Finally,  the  projected  number  of  younger  persons  who  will 
be  available  to  provide  both  formal  and  informal  care  to  the  expanding  aging  population  will  also 
affect  future  expenditures.  In  1990  there  were,  on  average  nationally,  1 1  potential  caregivers  for 
each  person  over  the  age  of  85,  but  in  2030  the  ratio  will  be  6:1. 

Fragmentation  of  Care  and  Its  Delivery: 

In  addition  to  the  future  demographic  trends  and  their  impact  on  long-term  care  spending,  the 
Commonwealth  faces  challenges  arising  from  the  structure  of  the  current  long-term  care  system. 
In  Massachusetts,  as  well  as  in  most  parts  of  the  country,  acute  care,  rehabilitation,  home  care, 
physician  services,  and  long-term  care  are  considered  distinct  and  separate  Services.  The  lack  of 
coordination  of  acute  and  long-term  care  services  and  management  of  chronic  disease  can  lead  to 
higher  hospitalization  rates.  A  lack  of  communication  and  coordination  can  also  place  an  elder 
(or  an  elder's  family)  in  the  position  of  having  to  convey  complicated  information  about  the 
elder's  needs,  preferences  and  current  treatment  and  medications  to  multiple  providers  while  not 
necessarily  understanding  what  information  is  important  to  share.  Moreover,  the  need  for  this 
complex  communication  often  arises  in  circumstances  that  are  extremely  stressful  for  the  elder 
and  his  or  her  family. 

Federal  Rules  Make  Medicaid  Eligibility  Easier  to  Achieve  in  Institutions: 

Some  public  perceptions  of  long-term  care  coverage  contribute  to  greater  reliance  on  nursing 
facility  care.  Many  elders  mistakenly  believe  that  the  Medicare  program  covers  long-term  care 
and  consequently,  few  elders  plan  for  private  financing  to  meet  future  long-term  care  needs.  In 


*  Note:  Elder  Affairs  defines  an  elder  as  an  individual  who  is  60  years  old  or  older,  while  the  Division  of  Medical 
Assistance  defines  an  elder  as  someone  who  is  65  or  older. 
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addition,  Medicare  community  long-term  care  is  limited  and  federal  Medicaid  eligibility  rules 
make  eligibility  easier  to  achieve  in  institutions,  resulting  in  a  trend  toward  delivery  of  long-term 
care  in  nursing  facilities  rather  than  in  the  community.  Even  with  planning,  however,  feasible 
alternatives  are  few  and  current  premiums  for  long-term  care  insurance  tend  to  be  very  costly. 

Many  frail  elders  who  are  not  eligible  for  MassHealth  because  their  income  or  assets  are  above 
the  MassHealth  community  standards  may  not  be  able  to  afford  to  pay  privately  for  the  services 
they  require  to  remain  safely  in  the  community.  Without  receiving  these  services,  such  an  elder 
may  be  at  risk  for  decline  in  health  and  functioning  to  the  point  of  requiring  nursing  facility 
services,  where  they  may  eventually  become  eligible  for  MassHealth  by  spending  down  their 
assets  and  income.  Some  low-income  elders  who  are  not  eligible  for  MassHealth  in  the 
community  may  receive  assistance  with  community-based  long-term  care  services  through  the 
state-funded  Home  Care  Program  administered  by  the  Executive  Office  of  Elder  Affairs. 
However,  the  Home  Care  Program  is  not  an  entitlement  program  and  is  limited  .by  annual 
appropriation  amounts  set  by  the  state  legislature. 

System  Design  Does  Not  Respond  to  Consumer  Desires: 

Surveys  confirm  that  elders  would  prefer  to  remain  in  their  own  homes  rather  than  go  to  a 
nursing  facility.  In  fact,  when  asked,  30%  of  elders  who  were  being  treated  in  a  hospital  for  a 
serious  illness  said  they  would  rather  die  than  live  permanently  in  a  nursing  facility.  Despite  this 
strong  preference,  most  long-term  care  in  Massachusetts  continues  to  be  delivered  in  institutional 
settings.     Within  the  community  long-term  care  system,  Aging  Services  Access  Points  (ASAPs) 
are  responsible  for  helping  an  elder  navigate  different  services,  understand  different  benefits,  or 
work  through  difficult  decisions.  ASAP  services  are  not  available  to  all  elders  and  their  families, 
however,  due  to  income  and  frailty  eligibility  requirements,  and  are  limited  by  budget 
appropriations. 

In  addition,  long-term  care  has  historically  been  seen  as  a  pre-determined  progression  from  one 
service  to  the  next,  with  no  return  to  a  previous  level  of  care.  Despite  the  Commonwealth's  best 
efforts  to  change  this  perception,  it  persists.  Finally,  elders'  wishes  to  stay  at  home  are  often 
undermined  by  their  living  situation.  While  not  always  included  in  discussions  of  long-term 
care,  elder  housing  plays  an  important  role  in  the  long-term  care  system.  If  an  elder's  housing 
situation  does  not  accommodate  changes  in  the  functional  status  of  the  elder,  he  or  she  may  need 
to  move  to  an  institutional  setting  against  his  or  her  wishes. 

Supply  of  Providers  and  Services  Varies  Across  the  State: 

The  availability  of  some  long-term  care  services  varies  across  the  state.  For  example,  assisted 
living  is  a  rapidly  growing  segment  of  the  long-term  care  system  in  Massachusetts,  but  it  is  too 
expensive  for  some  elders  to  consider.  Besides  the  affordability  issue,  however,  is  one  of 
geographic  distribution;  the  156  certified  assisted  living  facilities  are  concentrated  in  the  eastern 
half  of  the  Commonwealth,  with  few  options  for  those  who  live  in  western  Massachusetts.  This 
distribution  of  assisted  living  facilities  requires  elders  to  move  further  away  from  home, 
disrupting  their  ties  with  family  and  community.  As  with  assisted  living  facilities,  the 
preponderance  of  Massachusetts'  540  nursing  facilities  are  located  in  the  eastern  half  of  the 
Commonwealth,  with  clusters  of  facilities  around  urban  centers.  As  a  result,  elders  often  must  be 
admitted  to  facilities  that  are  farther  away  from  their  homes  and  families  than  they  would  like. 
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Provider  Stability: 

The  long-term  care  system  is  also  being  affected  by  the  financial  instability  of  some  providers, 
especially  in  the  nursing  facility  industry.  These  financial  difficulties  have  meant  that  the  staff 
salaries  that  providers  are  offering  have  not  kept  pace  with  the  strong  economy,  which  has  led  to 
increased  staff  turnover  and  greater  difficulty  in  recruiting  staff.  Also,  high  staff  turnover  can 
exacerbate  financial  difficulties,  as  providers  often  must  hire  temporary  staff  at  a  higher  cost  than 
for  full-time  staff.  Prolonged  or  severe  financial  distress  and  staffing  problems  are  also 
associated  with  increased  problems  in  quality  of  care. 

Workforce  Issues: 

Massachusetts'  strong  economy  coupled  with  an  unemployment  rate  of  3.4%  is  placing  increased 
pressure  on  the  ability  of  the  health  care  system  to  adequately  staff  direct  care  worker  positions. 
With  the  declining  availability  of  direct  care  workers  and  rapidly  rising  labor  costs,  the  health 
care  system  is  experiencing  increased  difficulty  retaining  workers.  Even  though  wages  increased 
in  the  last  five  years,  employment  in  the  long-term  care  sector  has  decreased.  From  1995  to 
1999,  employment  in  nursing  and  personal  care  facilities  declined  by  2%  despite  a  3% 
employment  increase  in  health  service  industries  and  a  9%  employment  increase  in  the 
Massachusetts  economy  overall.  The  decline  was  especially  steep  in  home  health  care  at  21.3%. 

A  number  of  job  factors  have  been  reported  as  contributing  to  the  labor  shortage,  including: 

>  Low  wages  and  few,  if  any,  benefits; 

>  No  career  path; 

>  Physically  demanding  work; 

>  Lack  of  opportunity  for  meaningful  input  into  elder  care; 

>  Inadequate  recognition  and  appreciation;  and 

>  Inadequate  exposure  to  "real  life"  job  demands  during  training. 

Quality  Issues: 

Like  other  areas  within  healthcare,  quality  of  care  is  a  serious  concern  in  long-term  care.  Long- 
term  care  researchers  agree  that  a  comprehensive  quality  assessment  system  must  include  a 
combination  of  process,  outcome,  and  satisfaction  measures.  To  date,  however,  there  is  no 
comprehensive  system  that  1)  assures  minimum  provider  standards,  2)  promotes  innovations  in 
care,  and  3)  uses  consumer  feedback  to  highlight  areas  for  improvement  for  the  full  range  of 
providers  who  offer  long-term  care  services. 

OBRA-87  did  bring  about  some  significant  changes  and  improvements  in  care  for  residents  in 
nursing  facilities.  The  General  Accounting  Office,  however,  conducted  a  series  of  investigations 
to  assess  changes  in  nursing  facility  care  since  OBRA-87  that  raised  serious  quality  issues  and 
oversight  questions  that  apply  to  nursing  facilities  nationwide.  In  addition,  President  Clinton's 
1999  Nursing  Facility  Initiative  described  serious  cases  of  inadequate  care,  neglect  and  even 
abuse  of  nursing  facility  residents  throughout  the  country.  In  response,  President  Clinton's 
recommendations  include  the  use  of  investigative  protocols  for  specific  care  issues,  increased 
oversight  and  enforcement  sanctions  of  facilities  with  continuing  serious  resident  care  problems 
and  the  use  of  quality  indicator  reports  generated  from  electronically  transmitted  resident 
assessment  data. 
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Developing  a  Unified  Long-Term  Care  System 

In  developing  a  unified  long-term  care  system,  the  Commonwealth  should  establish  priorities 
that  direct  the  creation  of  a  long-term  care  system  to  address  these  challenges.  Such  priorities 
should  include: 

>  Honoring  elders'  preference  to  remain  in  the  community; 

>  Balancing  the  spending  ratio  between  community-based  and  institutional  care; 

>  Expanding  the  options  available  for  community  care; 

>  Providing  alternatives  to  nursing  facility  care; 

>  Coordinating  access  to  needed  services; 

>  Preventing  unnecessary  hospitalizations;  and 

>  Changing  the  culture  of  nursing  facilities  and  their  role  in  the  community. 

An  integrated,  unified  long-term  care  system  that  incorporates  these  priorities  would  be  the 
Commonwealth's  response  to  planning  for  the  future  needs  and  preferences  of  elders.  At  the 
same  time,  this  system  would  be  a  cost-effective  response  to  the  growing  number  of  elders 
requiring  services.  In  this  system,  long-term  care  would  no  longer  follow  a  fixed  sequence  of 
care,  with  elders  progressing  in  one  direction  only  through  a  set  series  of  services  as  their  frailty 
levels  and  needs  change.  Such  a  comprehensive  service  system  would  be  centered  on  the  needs 
of  the  elder  and  flexible  enough  to  allow  him  or  her,  aided  by  the  guidance  of  a  case  manager, 
equal  access  to  the  array  of  services.  This  report  recommends  that  Massachusetts  both  broaden 
the  scope  of  services  and  expand  case  management  in  developing  a  unified  long-term  care 
system. 

Broadened  Scope  of  Long-Term  Care: 

A  unified  long-term  care  system  would  have  a  broadened  scope  of  services  available  to  elders 
and  their  families.  An  elder  would  be  able  to  receive  the  appropriate  combination  of  services 
that  best  meets  his  or  her  needs  in  community-based  settings  if  appropriate  and  desired  by  the 
elder.  Other  changes  in  this  model  would  include  redefining  nursing  facilities'  role  in  and 
relationship  with  the  community  so  that  admission  to  a  nursing  facility  would  not  be  viewed  as 
the  end  of  the  long-term  care  process.  There  are  a  number  of  alternative  models  in  the  United 
States  to  traditional  nursing  facility  care  that  focus  on  changing  the  culture  of  nursing  facilities. 
Nursing  facilities  will  continue,  however,  to  be  appropriate  settings  for  care  for  elders  with  more 
complex  medical  conditions  who  need  24-hour  skilled  nursing  care.  Another  example  of  the 
broadened  scope  of  home  and  community-based  care  is  the  coordination  of  acute  care  services 
with  the  provision  of  long-term  care. 

Expanded  Case  Management: 

Information  about  and  access  to  services  should  be  facilitated  by  the  development  of  an 
expanded  case  management  system.  This  system  would  combine  interdisciplinary  case 
management  based  upon  the  elder's  needs  with  primary  involvement  by  the  elder  and  his  or  her 
informal  caregiver  in  the  care  planning  process  and  provision  of  services.  An  expanded  case 
management  system  should  also  be  responsive  to  the  linguistic  and  cultural  context  in  which  the 
elder  and  her  or  his  family  live.  This  enhanced  case  management  should  be  provided  through  the 
existing  state-funded  ASAP  system  or  privately  to  all  elders  in  the  Commonwealth  regardless  of 
income  or  frailty  level. 
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Information  Sharing: 

A  system  of  case  management  that  strives  to  coordinate  myriad  services  offered  by  different 
providers  can  only  succeed  if  there  is  ample  communication  among  providers.  With  the 
technology  currently  available,  it  is  possible  to  keep  complete  information  sited  with  the  elder, 
rather  than  maintaining  limited  portions  with  a  number  of  providers.  Goals  in  designing  a  new 
system  are  better  coordination,  reduction  in  complications,  reduced  medication  and  medical 
errors,  and  reduction  in  the  amount  of  stress  for  elders  and  family  members  trying  to  convey 
complicated  information.  Such  a  system  would  also  reduce  duplication,  information  loss,  and 
general  miscommunication. 
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Lessons  Learned  From  Other  States '  Efforts: 

Massachusetts  needs  to  consider  other  states'  successes  and  failures  in  trying  to  improve  long- 
term  care,  expand  models  of  home-  and  community-based  services,  and  use  resources  most 
effectively.  Some  major  lessons  learned  from  other  states'  experiences  include  the  need  to  target 
services  to  those  elders  most  in  need  and  to  expand  community  options,  including  alternative 
residential  settings.  If  publicly- funded  services  are  not  targeted  to  those  elders  and  their  families 
that  are  most  in  need,  an  expanded  home-  and  community-based  care  system  will  attract  some 
elders  and  their  families  who  would  otherwise  be  able  to  stay  in  the  community  without  public 
support.  Various  states,  including  Massachusetts,  have  instituted  effective  targeting  mechanisms 
in  order  to  address  this  issue.  It  is  also  clear  that  a  wide  array  of  alternatives  to  nursing  facilities 
needs  to  be  available  in  order  to  make  service  provision  more  cost  effective  as  well  as  being 
responsive  to  the  desires  of  elderly  consumers.  While  Massachusetts  has  many  services 
available,  many  states,  particularly  Oregon  and  Washington,  have  met  the  increased  need  for 
community  services  by  expanding  the  number  of  alternative  care  facilities  available  for  elders. 

Recommendations 

The  report  contains  recommendations  related  to  the  four  areas  that  are  outlined  in  Executive 
Order  #421 .  Actions  that  are  recommended  include: 

>  Balance  Long-Term  Care  Spending 

>  Enhance  Community  Options,  including 
Coordination 
Communication  System 
Broaden  the  Case  Management  System 
Support  Integrated  Medicare/Medicaid  Models  of  Care 
Develop  New  Models  of  Nursing  Facility  Care 

■  Expand  Alternative  Forms  of  Community  Care 

>  Involve  the  Private  Sector 
^  Explore  Insurance  and  Other  Options  for  Financing  Long-Term  Care 

>  Promote  Quality  Assurance  and  Improvement 

>  Address  Labor  Shortages  in  Long-Term  Care,  including 

■  Training  and  Certification 

■  Monitoring  Current  Workforce  Issues 

■  Data  Collection 

>  Create  a  Commission  on  Long-Term  Care 
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I.  Introduction 

Executive  Order  #421,  issued  on  May  10,  2000,  called  for  the  development  of  a  long-term  care 
plan  for  elders  to  be  implemented  over  the  next  five  years  (see  Appendix  A,  Executive  Order 
#421).  The  Executive  Order  asked  that  this  report  make  recommendations  related  to  the 
following  four  points: 

>  Maximize  the  cost-effective  use  of  existing  resources  and  enhance  community  options. 

>  Suggest  new  methods  of  assessing  quality  of  care  in  long-term  care  settings  and  introduce 
incentives  for  providers  to  improve  quality. 

>  Establish  priorities  for  expenditures  on  long-term  care. 

>  Analyze  wage  inflation  and  its  impact  on  labor  shortages  and  quality  of  care  in  long-term 
care. 

The  Executive  Order  implies  a  focus  on  long-term  care  for  elders.  Accordingly,  this  report 
focuses  exclusively  on  analyzing  and  providing  recommendations  for  an  improved  long-term 
care  system  for  citizens  60  years  of  age  and  older  in  the  Commonwealth.  While  improvements 
in  long-term  care  services  will  benefit  the  under  60  population  with  disabilities,  the  report  is 
intended  to  begin  a  discussion  and  planning  process  in  state  government  recognizing  the 
potential  expansion  in  the  number  of  elders  requiring  long-term  care  services  as  the  "baby 
boomer"  generation  comes  of  age. 

This  report  includes  the  following: 

>  An  overview  of  the  Commonwealth's  current  long-term  care  system  including  major  efforts 

already  underway  to  improve  the  array  of  and  coordinated  access  to  long-term  care 
services  for  elders  in  the  Commonwealth, 

>  An  overview  of  the  ongoing  challenges  facing  the  Commonwealth,  elders  and  their 

caregivers  in  meeting  elders'  long-term  care  needs, 

>  A  vision  of  a  unified  long-term  care  system  including  principles  to  guide  development  of 

such  a  system,  and 

>  Recommended  steps  for  building  such  a  unified  long-term  care  system. 

Principles  for  Long-Term  Care  Systems 

In  addressing  the  Executive  Order's  four  points,  the  Commonwealth  should  maintain  its  focus  on 
basic  principles  that  are  universally  recognized.  The  current  worldwide  interest  in  the  problem 
of  providing  long-term  care  for  the  elderly  has  led  the  Ageing  and  Health  Programme  of  the 
World  Health  Organization  and  the  Milbank  Memorial  Fund  to  issue  a  report  entitled  Towards 
an  International  Consensus  on  Policy  for  Long-Term  Care  of  the  Ageing. l  A  copy  of  this  report 
is  included  as  Appendix  B.  A  review  of  this  report  has  found  that  the  principles  within  it  are 
comprehensive  and  appropriate  for  the  Commonwealth  to  use  in  guiding  its  long-term  care 
planning  efforts.  The  following  values  are  enunciated  in  the  report: 

Balancing  Private  and  Public  Responsibilities: 

Paying  attention  to  balancing  private  and  public  responsibilities,  the  Commonwealth  should 
determine  objectively  the  level  and  kind  of  assistance  required  by  an  elder  in  need  of  care  or  by 


World  Health  Organization  and  the  Milbank  Memorial  Fund.  Towards  an  International  Consensus  on  Policy  for 
the  Long-Term  Care  of  the  Ageing.  New  York:  Milbank  Memorial  Fund,  2000. 
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family  members  providing  this  care,  as  well  as  eligibility  and  funding  for  this  assistance.  Such 
risk  assessment  and  care  planning  should  ensure  that  public  funds  are  targeted  towards  the  most 
appropriate  use  of  services  and  that  private  funds  and  informal  resources,  when  available,  are 
maximized  appropriately.  In  doing  so,  the  Commonwealth  should  maintain  a  focus  on  each 
individual  elder  and  his  or  her  family,  including  understanding  their  unique  values  and 
aspirations,  roles,  and  responsibilities  as  defined  by  their  particular  social  context  within  the 
larger  society  and  in  relation  to  their  own  government. 

Promoting  Private  and  Public  Sector  Collaboration: 

Primary  stakeholders  must  take  responsibility  for  identifying  areas  for  improvement  in  the  long- 
term  care  system  and  initiating  new  long-term  care  programs  or  policy  changes  in  a  systematic 
and  orderly  manner.  Towards  such  ends,  it  is  important  to  pursue  a  consensus  that  encompasses 
the  following  goals: 

>  Stimulation  of  collaboration  and  partnerships  between  the  private  and  public  sectors  that 
involve  each  level  of  government,  civil  society,  and  the  non-profit  and  for-profit  sectors; 
and 

>  Clear  definitions  of  the  roles  and  responsibilities  of  the  private  and  public  sectors  in  order 
to  achieve  the  goals  articulated  in  these  principles. 

Promoting  Public  Education: 

Successful  policy  change  requires  an  informed  public  and  a  group  of  professionals,  including 
long-term  care  providers,  administrators,  researchers,  and  public  officials,  who  are  committed  to 
fully  understanding  the  challenges  within  the  long-term  care  systems  and  evaluating  options 
available  to  move  the  system  toward  commonly  desired  changes. 

Defining  and  Supporting  Caregiver  Roles,  Responsibilities,  and  Rights: 

Public  policies  should  be  designed  to  support  both  formal  (i.e.,  professional  and 
paraprofessional)  and  informal  (i.e.,  family  members,  volunteers  and  neighbors)  caregivers;  to 
define  their  roles,  responsibilities,  and  rights;  and  to  respond  to  the  challenges  they  face.  Policies 
should  ensure  comprehensive  risk  assessment  and  care  planning  that  acknowledge  diversity 
originating  in  culture,  gender,  ethnicity,  unique  regional  setting,  language  and  other  factors. 
Future  caregiving  will  require  new  and/or  reformed  models  of  formal  and  informal  systems  of 
care  and  systems  for  supporting  caregivers. 

Promoting  Access  to  and  Coordination  of  Long-Term  Care  and  Health  Care  Services: 

All  older  people  in  need  of  care  should  have  access  to  long-term  care  services  regardless  of  age, 
gender,  race,  or  income.  A  person's  level  of  need  and  expected  duration  of  care  should  be 
determined  at  the  time  of  entry  into  the  system  and  then  reassessed  regularly.  New  policies  must 
be  carefully  shaped  in  order  to  avoid  fragmentation  of  care,  address  service  gaps,  and  construct  a 
seamless  system  of  care. 

Fostering  Income  Security/Balanced  Financing  of  Long-Term  Care  Systems  and  Services: 

Creating  and  supporting  a  unified  system  for  providing  long-term  care  services  will  require  a 
balanced  approach  that  uses  both  public  and  private  financial  support.  Similarly,  policies  should 
find  fair  and  equitable  payment  mechanisms  to  secure  or  maintain  economic  security  for  elders 
who  need  care. 
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Leveraging  Current  and  Future  Technology: 

Both  existing  and  new  technologies  will  contribute  significantly  to  future  care  provision.  When 
these  technologies  are  also  cost  effective,  every  means  should  be  used  to  incorporate  them  into 
the  existing  system  of  care  as  rapidly  and  as  creatively  as  possible. 

Encouraging  Evaluation  and  Monitoring: 

Research  should  be  planned  to  assess  and  monitor  initiatives  in  long-term  care  service  provision 
and  systems.  This  research  should  focus  on  effective  implementation  and  outcomes.  The  rapid 
growth  of  the  elderly  population  adds  to  the  importance  of  encouraging  research  on  interventions 
that  prevent  or  delay  the  onset  of  disabilities,  and  that  cost-effectively  manage  chronic  illness  to 
promote  the  maximum  feasible  functional  status. 

Coordinating  Executive  Order  #421  with  Other  Initiatives 

This  report  has  been  developed  in  coordination  with  two  other  current  efforts  that  are  ongoing  in 
the  Commonwealth.  They  are: 

>  Vision  2020  -  Members  of  the  legislature,  the  administration  and  advocates  for  the 
elderly  have  been  discussing  the  demographic  changes  that  will  take  place  in  the  age 
distribution  of  our  population  as  the  "baby  boom"  generation  ages.  These  discussions  are 
leading  toward  advancing  the  public  discussion  that  must  take  place  if  the 
Commonwealth  is  to  cope  successfully  with  the  changes  that  are  anticipated.    This  report 
will  attempt  to  suggest  five-year  goals  that  will  move  the  Commonwealth  closer  to  the 
advances  that  must  occur  if  it  is  to  ready  itself  for  the  long-term  care  needs  of  the  year 
2020.  -  • 

>  Health  Care  Task  Force  -  Under  the  leadership  of  the  Governor,  the  Speaker  of  the 
House,  and  the  Senate  President,  a  series  of  task  force  meetings  have  taken  place  on  the 
state  of  long-term  care  in  Massachusetts.  A  report  generated  as  a  result  of  these  meetings 
was  released  on  June  25,  2001,  which  makes  recommendations  that  complement  those  of 
this  report.  A  copy  of  the  Task  Force's  report  on  long-term  care  is  attached  as  Appendix 
G. 

The  Development  Process 

Representatives  of  the  elder  network  provided  input  on  this  report  at  a  meeting  held  on 
November  9,  2000  at  the  Division  of  Health  Care  Finance  and  Policy.  A  summary  of  major 
points  made  in  this  meeting  and  in  subsequent  written  comments  is  included  as  Appendix  C. 
The  most  prevalent  comment  was  that  in  order  to  meet  the  challenges  currently  facing  the 
Massachusetts  long-term  care  system,  there  will  need  to  be  increased  financial  support  for 
community-based  services. 


A  copy  of  the  Vision  2020  Task  Force's  report,  Background  Paper  on  Long-Term  Care  in  Massachusetts  is 
attached  as  Appendix  F. 
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II.  Background 

Definitions 

Long-term  care: 

Long-term  care  refers  to  the  health/medical,  personal  care,  and  social  and  supportive  services 
needed  by  people  who  have  lost  some  capacity  for  self-care  because  of  a  chronic  illness  or 
condition,  whether  physical  or  mental.  This  definition  traditionally  excludes  medical  care  for 
acute  conditions,  although  post-acute  care,  such  as  skilled  nursing  care  and  home  health  care,  is 
traditionally  classified  as  long-term  care.  In  the  model  proposed  in  this  report,  however,  acute 
care  for  chronic  conditions  is  considered  part  of  an  elder's  experience  of  the  long-term  care 
system.  As  such,  acute  care  can  affect  an  elder's  functional  status  and  subsequent  need  for  long- 
term  care  services.  Long-term  care  can  be  provided  for  the  benefit  of  both  the  individuals 
requiring  services  and  their  caregivers.  Services  may  be  needed  on  a  regular  or  intermittent  basis 
over  a  period  of  several  months  or  several  years. 

The  need  for  long-term  care: 

The  need  for  long-term  care  is  often  measured  in  terms  of  the  extent  to  which  an  individual 
requires  assistance  or  supervision  in  performing  basic  'activities  of  daily  living'  (ADLs)  such  as 
bathing,  dressing,  toileting,  or  eating,  transferring,  or  'instrumental  activities  of  daily  living' 
(IADLs)  such  as  meal  preparation  or  managing  money. 

Long-term  care  services: 

Long-term  care  services  include  skilled  nursing  care  in  both  home  and  institutional  settings, 
services  provided  in  assisted  living  facilities,  homemaker  services,  personal  care,  respite  care, 
adult  day  care,  dementia  day  care,  habilitation  and  rehabilitation,  case  management,  home 
delivered  meals,  transportation,  personal  emergency  response  services,  social  services,  and 
assistive  technology. 

Settings  for  the  provision  of  long-term  care: 

There  are  a  variety  of  long-term  care  settings,  including  private  homes,  congregate  housing, 
public  elderly  housing,  supportive  housing,  adult  day  care  centers,  assisted  living  facilities, 
continuing  care  retirement  communities,  rehabilitation  facilities,  rest  homes,  and  nursing 
facilities. 

Major  State  and  Federal  Programs  Involved  in  Long-Term  Care 

Several  state  and  federal  agencies  play  major  roles  in  financing  long-term  care  services,  licensing 
long-term  care  professionals  and  providers,  monitoring  providers,  and  assisting  in  training  of 
long-term  care  personnel.  A  short  description  of  each  follows.  (For  a  more  detailed  description 
of  these  agencies,  please  see  Appendix  D) 

Executive  Office  of  Elder  Affairs: 

In  1972  the  Commonwealth  established  the  Executive  Office  of  Elder  Affairs  as  the  first  cabinet- 
level  state  agency  in  the  nation  to  address  the  needs  of  elders.  The  mission  of  Elder  Affairs  is  to 
promote  the  dignity  and  independence  of  Massachusetts'  elders  and  their  families  through 
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advocacy  and  the  development  and  management  of  programs  and  services.  Through  contracts 
with  27  private  non-profit  Aging  Services  Access  Points  (ASAPs),  Elder  Affairs  provides  a 
variety  of  home-  and  community-based  services  to  almost  40,000  elders,  and  respite  care  for 
caregivers.  In  1996,  the  ASAPs  were  designated  by  the  Legislature  as  the  community-based 
agencies  elders  should  contact  to  request  benefits  and/or  services  needed  in  order  to  remain  at 
home  independently.2  ASAPs  are  responsible  for  the  management  of  clients'  overall  service 
plans  to  promote  delivery  of  the  most  appropriate  and  cost  effective  services.  This  case 
management-based  system  allows  for  each  eligible  elder  to  participate  in  a  comprehensive 
assessment  and  care  planning  process  in  order  to  develop  a  service  package  to  address  the 
specific  needs  of  the  individual.  These  service  plans  may  include  information  and  referral, 
homemaker,  home  health  services,  personal  care,  social  day  care,  adult  day  health,  dementia  day 
care,  supportive  home  care  aide,  laundry  services,  home  delivered  meals,  grocery  shopping, 
personal  emergency  response,  transportation,  adaptive  housing  services,  companion  and  chore 
services. 

Other  programs  sited  at  Elder  Affairs  include  the  supportive  housing  program,  certification  and 
ombudsman  programs  for  assisted  living  facilities,  the  long-term  care  ombudsman  programs  for 
both  nursing  facilities  and  community  services,  and  the  protective  services  and  elder-at-risk 
programs.  Elder  Affairs  administers  the  funding  for  the  Commonwealth's  348  Councils  on 
Aging,  which  are  community-based  grassroots  organizations  that  provide  outreach  and  a  variety 
of  services  to  all  elders  in  their  municipalities.  Elder  Affairs  also  runs  the  Serving  Health 
Information  Needs  of  the  Elderly  (SHINE)  program,  which  provides  counseling  on  the 
intricacies  of  health  insurance  and  the  financing  of  long-term  care.  A  rapidly  growing  aspect  of 
Elder  Affairs'  work  is  the  management  of  Prescription  Advantage,  the  state's  pharmacy 
assistance  program  for  the  elderly.    Finally,  Elder  Affairs  has  developed  the  Massachusetts 
Family  Caregiver  Support  Program,  which  will  provide  family  caregivers  with  supports,  training, 
education,  and  services  with  both  federal  and  state  funds. 

Division  of  Medical  Assistance: 

The  Division  of  Medical  Assistance  (DMA)  is  the  "single  state  agency"  that  administers  the 
Massachusetts  Medicaid  program,  referred  to  as  MassHealth.  The  Medicaid  program, 
established  by  Title  XIX  of  the  Social  Security  Act,  is  a  medical  assistance  program  that  pays  for 
Medicaid  covered  services  rendered  by  providers  to  Medicaid  members.  The  federal 
government  and  the  state  jointly  fund  the  Medicaid  program.  MassHealth  covers  approximately 
1 10,000  low-income  elders  over  the  age  of  65,  as  well  as  low-income  families  and  the 
chronically  disabled. 

DMA  does  not  directly  provide  any  services  to  MassHealth  members,  but  rather  receives, 
processes  and  pays  claims  for  payment  for  medically  necessary  services  provided  to  members. 
Some  of  the  long-term  care  services  DMA  pays  for,  when  medically  necessary,  include  chronic 
and  rehabilitation  hospitalization,  nursing  facility  care,  home  health  care,  adult  day  health,  group 
adult  foster  care,  adult  family  care,  personal  care  attendant  services,  day  habilitation,  and 
hospice.  DMA  also  has  oversight  of  a  1915(c)  Home  and  Community  Based  Services  Waiver 
administered  through  Elder  Affairs  by  the  ASAPs,  according  to  federal  rules  and  contracts  with 
six  Programs  of  All-inclusive  Care  for  the  Elderly  (PACE). 


2  Massachusetts  General  Laws,  Chapter  19 A,  Section  4B. 
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Division  of  Health  Care  Quality,  Department  of  Public  Health: 

The  Department  of  Public  Health's  Division  of  Health  Care  Quality  is  the  agency  responsible  for 
licensing  and  certifying  health  facilities  in  Massachusetts,  including  nursing  facilities,  home 
health  agencies  and  hospices.  The  staff  investigate  complaints  about  health  facilities  and 
facility-reported  serious  incidents.  DPH  maintains  the  Massachusetts  Nurse  Aide  Registry, 
which  collects  data  on  the  status  of  individual  Certified  Nurse  Aide  (CNAs)  in  long-term  care 
facilities.  The  Division  also  maintains  the  Home  Care  Aide  Registry,  which  receives  reports  and 
complaints  regarding  home  health  aides  that  are  employed  by  home  health  agencies,  hospices 
and  home  care  agencies. 

In  conjunction  with  its  regulatory  oversight  role,  the  Department  of  Public  Health  has  developed 
a  "Quality  Rating  Tool"  for  nursing  facilities  and  a  numerical  rating  that  incorporates  three  years 
of  survey  findings  and  complaint  investigations,  which  provides  a  "report  card"  for  the  general 
public  to  use.  The  Department  develops  best  practice  guidelines  from  an  analysis  of  its 
aggregated  findings.   In  addition,  those  facilities  found  not  in  compliance  with  the  conditions  of 
participation  for  Medicare/Medicaid  certification  can,  in  cases  of  severe  situations,  be  fined  civil 
monetary  penalties.  These  funds  are  placed  in  an  escrow  account,  and  a  committee  comprised  of 
DPH,  DMA,  Elder  Affairs,  and  a  number  of  provider  organizations  determine  how  the  funds  can 
be  used  to  improve  the  quality  of  care  for  nursing  facility  residents. 

Division  of  Insurance: 

Under  the  auspices  of  the  Office  of  Consumer  Affairs  and  Business  Regulation,  the  Division  of 
Insurance  regulates  long-term  care  insurance,  life  insurance  and  annuity  products  that  may  be 
used  to  pay  for  long-term  care  in  income  tax-advantaged  ways.  Current  regulatory  activities  are 
designed  to  encourage  clear  disclosure  of  consumer  options.  The  goal  is  to  discourage 
inappropriate  purchases  of  long-term  care  insurance.  An  important  component  is  a  consumer 
guide,  Your  Options  for  Financing  Long-Term  Care:  A  Massachusetts  Guide,  written  in 
cooperation  with  several  other  agencies  including  the  Executive  Office  of  Elder  Affairs,  the 
Division  of  Medical  Assistance,  the  Attorney  General's  Office,  and  the  Executive  Office  of 
Consumer  Affairs.  In  addition,  the  rates  of  individual  long-term  care  products  are  reviewed  for 
compliance  with  rating  laws.  These  laws  focus  on  balancing  the  preservation  of  the  insurers' 
solvency  with  avoidance  of  excess  rates. 

Department  of  Labor  and  Workforce  Development: 

The  Department  of  Labor  and  Workforce  Development  (DLWD)  was  designated  as  the  agency 
responsible  for  the  Massachusetts  implementation  of  the  WorkForce  Investment  Act  (WIA)  of 
1998,  signed  by  President  Clinton  on  August  7,  1998.  WIA  replaces  the  Job  Training 
Partnership  Act  (JTPA)  of  1982.  The  intent  of  this  legislation  was  to  create  a  comprehensive 
workforce  investment  system  bringing  together  19  different  federal  funding  streams.  The  goal  of 
the  revised  system  was  to  be  customer  focused  to  assist  American  job  seekers  and  employers  to 
evaluate  the  tools  that  they  need  to  obtain  quality  information  on  workforce  development 
services. 

Department  of  Housing  and  Community  Development: 

The  Department  of  Housing  and  Community  Development  (DHCD)  is  the  state  agency 
concerned  with  local  issues  and  community  development.  In  this  role  DHCD  makes  state  and 
federal  funds  and  technical  assistance  available  to  strengthen  communities  and  help  them  plan 
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new  developments,  encourage  economic  development,  revitalize  older  areas,  improve  local 
government  management,  build  and  manage  public  housing,  stimulate  affordable  housing 
through  the  private  sector  and  respond  to  the  needs  of  low-income  people.  DHCD's  Division  of 
Public  Housing  and  Rental  Assistance  has  the  responsibility  for  administrative  oversight  of  all 
state-aided  public  and  private  housing  programs  that  address  the  housing  needs  of  low-  and 
moderate-income  families,  the  elderly  and  persons  with  disabilities.  The  Division  is  comprised 
of  five  operating  units.  The  Bureau  of  Federal  Rental  Assistance  oversees  rental  subsidies, 
upgrading  of  substandard  rental  housing  and  a  wide  spectrum  of  support  services  tied  to  rental 
subsidies.  The  Bureau  of  Massachusetts  Rental  Assistance  provides  rental  subsidies  in  a  flexible 
way  that  is  more  responsive  to  client  choices.  The  Bureau  of  Housing  Management  oversees  the 
operation  and  management  of  254  local  housing  authorities  and  their  49,368  public  housing 
units.  The  Bureau  of  Housing  Finance  oversees  the  financial  records  and  capital  expenditures  of 
local  housing  authorities.  The  Bureau  of  Housing  Development  and  Construction  is  responsible 
for  the  design,  development  and  construction  of  new  public  housing  units  and  the  modernization 
of  existing  ones. 

State  Veterans'  Services: 

The  Department  of  Veterans'  Services  (DVS)  oversees  a  state  assistance  program  that  provides 
financial,  medical,  and  service  benefits  to  eligible  veterans  and  their  dependents  based  on  need. 
Local  veterans'  agents  in  cities  and  towns  administer  DVS's  main  financial  and  medical 
assistance  programs.  The  department  also  offers  assistance  and  referral  in  the  areas  Of  federal 
compensation  and  pensions,  state  and  federal  educational  benefits,  tax  exemptions,  annuities, 
home  loans,  counseling,  and  job  training. 

If  a  veteran  qualifies,  an  agent  of  the  DVS  will  provide  him  or  her  with  necessary  financial 
assistance  for  food,  shelter,  clothing,  housing  supplies,  and  medical  care  in  accordance  with  a 
formula  that  takes  into  account  the  number  of  dependents  and  income  from  all  sources.  All 
expenses  are  paid  by  the  veteran's  hometown,  and  periodically,  upon  validation  of  the  expenses, 
the  Commonwealth  reimburses  75%  of  those  approved  costs.  The  Commonwealth  also  assists  in 
paying  for  burial  expenses  for  indigent  veterans.  Furthermore,  as  part  of  the  continuum  of  care, 
the  DVS  provides  funding  for  nine  non-profit  veterans'  outreach  centers  and  three  homeless 
veterans'  shelters  located  throughout  the  Commonwealth. 

Department  of  Transitional  Assistance: 

The  Commonwealth,  through  its  Department  of  Transitional  Assistance,  supports  the  care  of 
approximately  3500  elderly  and  disabled  persons  living  in  residential  care  facilities  (rest  homes). 
Due  to  a  variety  of  issues,  including  the  age  and  condition  of  many  of  the  facilities,  the  number 
of  rest  homes  is  diminishing. 

Medicare: 

Medicare  is  a  federal  program  administered  by  the  Health  Care  Financing  Administration 
(HCFA)  that  covers  most  elders'  acute  and  post-acute  care  needs.  Long-term  care  services  that 
are  covered  are  limited  and  all  home-  and  community-based  services  require  a  doctor's 
certification  that  they  are  necessary,  and  that  the  elder  is  homebound.  Covered  long-term  care 
services  include  skilled  nursing/rehabilitation  facilities,  nursing  facility  admissions  for  specific 
nursing  needs,  rest  homes,  hospice,  and  home  health  care,  subject  to  certain  limitations.  Recent 
changes  in  Medicare  reimbursement  for  both  skilled  nursing  facilities  and  home  health  care  have 
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changed  the  availability  of  some  services.  In  many  states,  utilization  of  Medicaid  and  other 
state-funded  services  that  cover  these  services  has  increased. 

Federal  Veteran's  Administration  Services:  The  Department  of  Veterans  Affairs  (VA) 
provides  a  wide  range  of  long-term  care  benefits  to  U.S.  veterans  and  their  families.  The  VA 
provides  services  to  21 .4%  percent  of  the  veterans  that  need  long-term  care.  These  services 
include  nursing  facility  care,  home-based  primary  care,  adult  day  health,  respite  services,  home 
health  care,  homemaker/home  health  aide  services,  and  placements  in  state  Soldiers'  Homes. 
Services  are  either  operated  by  the  VA,  contracted  organizations,  State  Veterans  programs,  or  are 
arranged  by  the  VA  but  financed  by  another  payor.3 

Collaborative  Initiatives 

It  is  generally  accepted  that  elders  want  to  stay  in  their  homes  and  communities  as  long  as 
possible.  The  Commonwealth  has  developed  numerous  programs  to  address  this  preference. 
Several  of  these  programs  are  collaborations  between  state  agencies  or  between  the  state  and 
federal  governments.  The  following  are  examples  of  a  few  collaborative  programs  that  are 
providing  elders  with  necessary  services.  For  a  more  complete  discussion  of  initiatives  in  long- 
term  care,  please  see  Appendix  E. 

Supportive  Housing: 

In  1998  Elder  Affairs  and  the  Department  of  Housing  and  Community  Development  initiated  the 
Supportive  Housing  pilot  program.  This  program  is  designed  to  provide  services  to  low-income 
elders  in  public  housing  in  the  same  manner  as  the  more  expensive  assisted  living  model. 
Participants  in  the  programs  have  access  to  care,  housekeeping  and  meals  24-hours  a  day,  seven 
days  a  week.  The  program  started  in  three  sites  and  is  currently  approved  in  27  sites.  Anecdotal 
evidence  suggests  that  housing  sites  with  this  program  are  popular  with  community  elders 
because  elders  and  their  families  appreciate  the  access  to  necessary  services. 

Coordination  of  Care  Interagency  Service  Agreement: 

Since  1988,  DMA  and  Elder  Affairs  have  established  an  Interagency  Service  Agreement  (ISA), 
known  as  the  Coordination  of  Care  Agreement,  to  better  coordinate  long-term  care  services 
provided  to  MassHealth  members.  Under  this  agreement  with  DMA,  Aging  Services  Access  Points 
(ASAPs),  designated  by  Elder  Affairs,  determine  clinical  eligibility  for  MassHealth  applicants  or 
members  seeking  MassHealth  covered  long-term  care  services  including  nursing  facility  care,  home 
health  care,  adult  day  health,  adult  family  care,  Program  of  All-inclusive  Care  for  the  Elderly 
(PACE),  and  services  covered  through  the  1915(c)  Home  and  Community-based  Services  (HCBS) 
waiver. 

Transportation: 

There  are  a  number  of  systems  currently  in  place  to  ensure  that  elders  have  transportation' needed 
to  access  long-term  care  services.  These  include  Regional  Transit  Authorities'  (RTAs)  fixed 
route  transit  bus  systems,  RTA  curb-to-curb  services  (called  "On-Demand  Transportation 
Services"),  Council  on  Aging  vans,  and  van  or  ambulance  services  paid  by  DMA  when  used  by 
MassHealth  members. 


3  Federal  Advisory  Committee  on  the  Future  of  VA  Long-Term  Care.  VA  Long-Term  Care  at  the  Crossroads. 
Washington,  DC:  June  1998. 
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There  are  some  towns  that  are  not  covered  by  any  of  these  RTAs.  The  Commonwealth  has 
begun  to  address  this  inconsistency  through  the  creation  of  a  Human  Services  Transportation 
Office,  which  opened  in  July  2000.  This  statewide  transportation  initiative  brings  together  the 
Executive  Office  of  Elder  Affairs,  the  Executive  Office  of  Administration  and  Finance,  the 
Executive  Office  of  Health  and  Human  Services,  and  the  Executive  Office  of  Transportation  and 
Construction.  There  is  a  Regional  Mobility  Manager  and  an  advisory  council  in  eight  of  the  nine 
recently  designated  transportation  areas,  which  cover  the  entire  state. 

Department  of  Veterans'  Services  (DVS)  ISA: 

Elder  Affairs  has  established  an  ISA  with  the  DVS  to  assure  that  all  ASAP  clients  are  screened 
to  determine  eligibility  for  veterans'  benefits  and,  if  appropriate,  are  referred  to  a  DVS  pension 
coordinator  to  assist  the  elder  with  the  application  process.  In  addition,  the  DVS  provides 
assistance  to  elders  in  completing  the  required  annual  reverification  process. 

Program  of  All-inclusive  Care  for  the  Elderly  (PACE): 

In  1 990,  Massachusetts  contracted  with  one  of  the  first  federal  demonstration  sites  for  the  Program 
of  All-inclusive  Care  for  the  Elderly  (PACE).  Based  on  the  On-Lok  program  in  San  Francisco, 
PACE  is  available  to  elders  who  are  eligible  for  both  Medicare  and  Medicaid,  and  is 
administered  through  a  partnership  between  the  federal  Health  Care  Financing  Administration 
and  DMA.  PACE  programs  focus  on  frail  elders  at  risk  for  institutionalization  (persons  who 
meet  level  of  care  criteria  for  nursing  facility  services).  By  offering  a  coordinated  and 
comprehensive  range  of  medical  care  and  community  supports,  PACE  providers  work  to  help 
members  stay  in  the  community  as  long  as  it  is  a  safe  and  appropriate  choice. 

The  PACE  program  has  shown  significant  benefits  for  its  members.  PACE  programs  have 
improved  coordination,  offered  a  greater  range  of  services  and  supports,  and  reduced  both 
hospitalizations  and  nursing  facility  admissions.  A  study  performed  by  the  Division  of  Health 
Care  Finance  and  Policy  found  that  the  rate  of  preventable  hospitalizations  (i.e.,  hospitalizations 
that  could  have  been  prevented  with  chronic  disease  management)  for  PACE  enrollees  was  50% 
lower  than  the  rate  for  the  comparable  population  of  enrollees  in  the  Commonwealth's  fee-for- 
service  1915(c)  home  and  community  based  waiver  program.  In  addition,  the  satisfaction  of 
PACE  enrollees  has  been  confirmed  by  extremely  low  disenrollment  rates.  Nationally,  the  rate  of 
disenrollment  due  to  dissatisfaction  with  the  program  is  less  than  1%. 

Senior  Care  Options  Program  (SCOs): 

Similar  in  concept  to  the  PACE  program,  the  MassHealth  Senior  Care  Options  (SCO)  program  is 
in  development  in  Massachusetts.  Through  MassHealth  Senior  Care  Options,  the 
Commonwealth  and  the  federal  Health  Care  Financing  Administration  (HCFA)  will  work  in 
partnership  to  offer  MassHealth  elders  the  option  of  enrolling  with  a  comprehensive  network  of 
health  and  social  service  providers  who  will  be  responsible  for  delivering  all  medically  necessary 
Medicare  and  MassHealth  services.  Enrollment  would  be  voluntary.  Like  PACE,  the  SCO 
program  would  also  offer  enrollees  comprehensive  and  coordinated  care,  however,  unlike  PACE, 
SCO  would  be  available  to  all  MassHealth  elders,  rather  than  being  limited  to  elders  who  meet 
the  clinical  eligibility  rules  for  nursing  facility  care.  It  is  proposed  that  SCO  providers  receive 
capitated  payments  from  Medicare  and  Medicaid  with  capitation  amounts  varying  according  to  a 
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member's  health  status.  A  legislative  task  force,  chaired  by  Senator  Richard  Moore,  Chairman 
of  the  Joint  Committee  on  Health  Care,  has  met  pursuant  to  Section  404  of  the  FY01  budget. 
Senator  Moore  has  filed  state  enabling  legislation  for  consideration  during  the  next  legislative 
session. 

Workforce  Initiatives 

The  Commonwealth  has  implemented  a  number  of  workforce  initiatives  aimed  at  alleviating  the 
current  shortage  of  trained  direct  care  workers.  However,  the  long-term  care  industry's  labor 
shortages  promise  to  become  more  severe  as  the  workforce  ages  and  fewer  new  workers  come 
into  the  field.  One  of  the  more  promising  efforts  is  at  Beverly  Hospital  in  Beverly,  which  is 
working  to  enhance  the  education  of  current  and  prospective  CNAs.  The  hospital  and  a  group  of 
surrounding  nursing  facilities  are  offering  entry-level  dietary  workers  the  opportunity  to  train  for 
entry  into  a  career  track  as  a  nurse  aide.  The  Department  of  Employment  and  Training  is 
providing  some  funding  from  the  Work  Place  Training  Fund  to  assist  in  this  effort.  Additional 
funding  could  be  provided  .by  the  U.S.  Department  of  Education. 

In  fiscal  year  2001,  the  state  spent  $1,000,000  for  scholarship  assistance  to  people  interested  in 
CNA  training.  The  Massachusetts  Extended  Care  Federation  has  created  a  free  job 
clearinghouse  in  order  to  find  placements  for  the  1 ,000  individuals  trained  as  CNAs  through  this 
program.  In  addition,  $5,000,000  was  appropriated  in  fiscal  year  2001  to  create  the  Elder  Care 
Career  Ladders  Initiative  (ECCLI)  at  the  Commonwealth  Corporation.  ECCLI  has  already 
awarded  two  rounds  of  grants  that  will  be  used  upgrade  the  skills  of  certified  nursing  assistants 
for  long-term  career  development.  (See  Appendix  E  for  a  more  extended  view  of  these  efforts). 
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III.    Current  and  Future  Challenges  in  Long-Term  Care 


Future  Demographic  Changes  and  Their  Implications 

Massachusetts,  like  the  rest  of  the  industrialized  world,  is  facing  a  dramatic  increase  in  the 
number  of  people  over  the  age  of  65  in  the  next  twenty-five  years.  This  increase  will  not  only 
affect  popular  federal  programs  such  as  Social  Security  and  Medicare,  but  will  also  have  serious 
implications  for  the  Massachusetts  long-term  care  system  for  elders. 

There  are  currently  860,162  people  over  the  age  of  65  in  Massachusetts,  representing  13.5%  of 
the  population.4  While  the  number  of  elders  will  decrease  by  0.5%  over  the  next  five  years,  the 
long-term  trend  indicates  that  the  number  of  elders  in  the  Commonwealth  will  increase  48.5%,  to 
1.252  million  or  18.1%  of  the  population  by  the  year  2025  (see  Chart  1). 


Chart  1:  Number  of  Massachusetts  Elders 
Aged  65+  (1995-2025) 
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(Source:  Vision  2020:  Background  Paper  on  Long-Term  Care  ) 


The  population  over  the  age  of  85  is  the  fastest  growing  segment  of  the  elder  population  and  is 
projected  to  increase  81.9%  between  1990  and  2010  (see  Chart  2,  below).  This  estimate  is  even 
conservative;  the  85+  population  in  1998  was  already  greater  than  that  projected  for  the  year 
2000.  This  increase  is  particularly  significant  in  light  of  the  special  needs  of  those  over  age  85. 
Almost  half  of  nursing  facility  residents  are  over  the  age  of  85;  70%  have  some  form  of  memory 


*  Unless  otherwise  noted,  the  following  data  on  future  demographic  changes  comes  from  a 

background  paper  commissioned  by  the  Vision  2020  Task  Force  and  written  by  Ellen 
Bruce,  JD,  and  Dena  Schulman-Green,  both  of  the  University  of  Massachusetts 
Gerontology  Institute,  and  referred  to  in  this  report  as  the  "Vision  2020  report."  A  copy 
is  included  in  the  attachments  as  Appendix  F. 

4  US  Census  Bureau.  Census  2000  data.  Table  DP-1.  Profile  of  General  Demographic  Characteristics:  2000. 
Geographic  Area:  Massachusetts. 
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impairment,  and  83%  have  three  or  more  ADL  limitations.5  Almost  50%  of  individuals  over  the 
age  of  85  are  also  estimated  to  have  Alzheimer's  disease  or  a  related  disorder,6  and  therefore  are 
likely  to  need  special  services.  The  dramatic  increase  in  this  population  will  create  great 
challenges  for  the  long-term  care  system  for  elders. 

The  changing  nature  of  many  American  families  will  also  affect  the  demand  for  long-term  care 
services.  Adult  daughters  have  traditionally  been  a  critical  source  of  support  to  elders  in  the 
community,  but  the  trend  toward  smaller  families,  combined  with  the  growth  in  women's 
workforce  participation,  will  erode  this  important  resource.  Higher  rates  of  divorce  will  also 
mean  that  fewer  elders  will  have  spouses  to  care  for  them  and  the  growing  geographic  dispersion 
of  families  will  mean  that  fewer  adult  relatives  will  be  available  locally  to  help  elders  in  the 
community. 


Chart  2:  Number  of  Massachusetts  Elders 
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(Source:  MA  Institute  of  Social  and  Economic  Research,  August  J  999) 

The  increase  in  the  elderly  population  in  the  next  30  years  will  not  be  accompanied  by  a 
concurrent  increase  in  the  numbers  of  the  younger  population.  Currently,  there  are  4.6  working 
adults  for  each  elder  in  Massachusetts.  These  workers  provide  the  tax  revenue  that  supports  the 
Medicare,  Medicaid,  and  other  state  funded  systems.  In  2025,  according  to  the  Vision  2020 
report,  that  ratio  will  be  3.3  workers  for  each  elder. 

The  stability  of  the  over  65  population  over  the  next  five  years  offers  the  Commonwealth  an 
opportunity  to  prepare  for  future  growth  by  developing  and  expanding  services  that  will  meet  the 
dramatic  surge  in  population  and  long-term  care  demand  over  the  following  twenty  years  and 
subsequent  generations. 


5  Bruce,  E.,  and  Schulman-Green,  D.  Background  Paper  on  Long-Term  Care  in  Massachusetts.  Boston:  Vision 

2020  Task  Force.  April  2000. 

6  Evans  et  al.  "Prevalence  of  Alzheimer's  Disease  in  a  Community  Population  of  Older  Persons."  Journal  of  the 

American  Medical  Association.  262  (1989):  2551-2558. 
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Long-Term  Care  Financing 

Current  Long-Term  Care  Financing: 

The  Commonwealth  spent  over  $1.5  billion  in  FY2000  on  long-term  care  services  through  the 
Division  of  Medical  Assistance  and  the  Executive  Office  of  Elder  Affairs.  That  spending  is 
heavily  weighted  to  institutional  care,  which  consumed  nearly  $1.2  billion  or  83.3%  of  total 
spending.7  On  a  per  capita  basis,  $34,100  was  spent  on  average  for  nursing  facility  residents  and 
$6,329  was  spent  on  average  for  elders  residing  in  the  community.  It  should  be  noted  that  the 
spending  on  the  community  population  does  not  include  other  state  spending  provided  to  these 
individuals  to  assist  with  the  cost  of  housing  and  to  provide  additional  income  assistance. 

Compared  to  other  states,  Massachusetts  relies  heavily  on  nursing  facility  care  for  long-term  care 
(see  Table  1  below).  At  55.6  nursing  facility  residents  per  1,000  elders,  Massachusetts  has  a 
25%  greater  rate  of  nursing  facility  utilization  among  its  elder  population  than  the  national 
average  of  43.7  nursing  facility  residents  per  1,000  elders.  The  proportional  reliance  on 
institutional  care  is  even  greater  among  elder  Medicaid  members.  At  47.3  per  1,000  members 
(or  38,044  people),  Massachusetts  has  a  65%  greater  rate  of  Medicaid  nursing  facility  utilization 
than  the  national  average,  which  is  28.6  nursing  facility  residents  per  1,000  members. 


TABLE  1:  Institutional  Care 

Massachusetts 

United  States 

Total  nursing  facility  residents  (1996) 

47,814 

1,479,653 

Percent  of  nursing  facility  population  age  65+  (1990)     . 

91.4 

89.8 

Nursing  facility  residents  per  1,000  65+  population  (1996) 

55.6 

43.7 

Total  Medicaid  nursing  facility  recipients  (1996) 

33,770 

1,009,640 

Medicaid  nursing  facility  recipients  per  1,000  recipients  (1996) 

47.3 

28.6 

Medicare  skilled  nursing  facility  admissions  per  1 ,000 
beneficiaries  (1995) 

64 

47 

(Source:  AARP;  Across  the  States:  Profiles  of  Long-term  Care  Systems;  1998.) 

Of  all  nursing  facility  resident  days  in  the  state,  70%  are  covered  by  MassHealth,  16%  are 

o 

privately  paying  residents  and  14%  are  covered  by  Medicare.     After  Medicaid,  elders 
themselves  contribute  the  second  largest  amount  of  funding  to  pay  for  the  long-term  care 
services  provided  in  both  community  and  institutional  settings.  The  Division  of  Health  Care 
Finance  and  Policy  has  estimated  that  32%  of  all  long-term  care  expenditures  are  out-of-pocket 
payments  from  elders. 


These  numbers  do  not  include  $32.9  million  spent  on  the  PACE  program  in  fiscal  year  2000.  PACE  includes  the 
full  range  of  Medicare  and  Medicaid  services. 

o 

Massachusetts  Division  of  Medical  Assistance.  Nursing  Facility  Census  Verification  Data:  July  1,  1993  -  January 
12.  2000.  Boston:  2000. 
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A  small  percentage  of  these  out-of-pocket  expenditures  go  towards  long-term  care  insurance. 
While  about  40,000  people  in  the  state  held  long-term  care  insurance  policies  in  1996,9  such 
policies  have  been  unaffordable  for  the  majority  of  people.  In  Massachusetts,  long-term  care 
insurance  currently  only  pays  for  about  4%  of  all  long-term  care  costs.  The  Division  of 
Insurance  recently  revised  the  regulations  governing  the  sale  of  long-term  care  products.  It  is 
hoped  that  these  revisions  will  result  in  less  expensive  policies  becoming  available  for 
consumers. 

Finally,  it  is  important  to  note  that  informal  care,  which  is  not  tabulated  by  any  government 
body,  is  a  tremendous  resource  within  the  long-term  care  system  in  Massachusetts.  Nationally, 
the  value  of  the  care  provided  by  family  caregivers  has  been  estimated  at  $196  billion  a  year  in 
1997.      This  amount  is  significant  in  comparison  to  the  $32  billion  spent  on  home  care  and  the 
$83  billion  spent  on  nursing  facility  care,  and  emphasizes  the  need  to  include  informal  care  in  all 
discussions  of  the  long-term  care  system. 

Future  Spending  Projections: 

In  projecting  future  long-term  care  expenditures,  one  must  be  cautious  because  of  the  uncertainty 
in  estimating  the  future  needs  of  the  population.  Prevalence  of  disability  and  improved  medical 
technology  may  change  factors  that  affect  the  need  for  long-term  care  services.  In  addition, 
federal  Medicare  reimbursement  and  coverage  rules,  as  well  as  general  economic  conditions, 
could  change  significantly.  Despite  these  uncertainties,  efforts  have  been  made  to  estimate  the 
future  long-term  care  spending  required  to  meet  the  needs  of  the  aging  baby  boomer  population. 

Health  care  expenditures  on  the  elderly  are  increasing  faster  than  expenditures  on  the  rest  of  the 
population  due  to  a  number  of  factors:  growth  in  the  elderly  population,  greater  use  of  new 
prescription  drugs  among  the  elderly,  the  use  of  more  costly  interventions  for  the  elderly,  and  the 
use  of  more  and  better  medical  services  for  the  elderly.11  If  present  trends  continue  through 
2020,  elders'  consumption  of  health  care  will  be  approximately  $25,000  annually  per  person  (in 
1995  dollars)  compared  to  $9,200  in  1995. 

In  2005,  it  is  estimated  that  Medicare  will  be  spending  $16.5  billion  on  home  health  care  and  an 
additional  $16.5  billion  on  nursing  facility  care  nationally.12  While  this  $33  billion  represents  a 
44%  increase  over  2000  spending,  that  is  not  as  rapid  as  the  increase  as  is  projected  for  the 
MassHealth  program  (see  discussion  below).  While  Medicare's  role  in  long-term  care  financing 
may  change  in  the  future,  under  current  rules  and  projections,  it  will  not  replace  Medicaid  as  the 
major  government  payer  for  long-term  care  services. 


9  Massachusetts  Division  of  Insurance,  A  Report  on  Long-Term  Care  Insurance:  The  Results  of  a  1996  Survey. 

Boston:  July,  1997. 

10  Arno,  P.  et  al.  "The  Economic  Value  of  Informal  Caregiving."  Health  Affairs,  18.2  (March/ April  1999).   182- 

188. 

11  Fuchs,  V.R.  "Health  Care  For  the  Elderly:  How  Much?  Who  Will  Pay  For  It?"  Health  Affairs.   18.1  (Jan  /Feb 

1999).   11-21. 

12  Health  Care  Financing  Administration.  Nursing  Home  Care  Expenditures  and  Average  Annual  Percent  Change, 

by  Source  of  Funds:  Selected  Calendar  Years  1970-2008.   18  October  2000. 
<http://www.hcfa.gov/stats/NHE-Proj/proj  1 998/tables/table  14a.htm> 
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Given  the  significant  expected  growth  in  the  number  of  Massachusetts  elders  over  the  next  25 
years  and  the  frailty  of  the  elder  population,  it  is  not  surprising  that  expenditures  on  long-term 
care  services  in  Massachusetts  are  also  expected  to  increase  significantly.  According  to  the 
Vision  2020  report,  "Total  expenditures  on  long-term  care  services  in  Massachusetts  are 
projected  to  rise  between  41%  and  45%  in  the  next  20  years  before  inflation  is  factored  in" 
(emphasis  added).  These  projections  assume  increased  Medicare  and  Medicaid  spending,  and 
decreases  in  out-of-pocket  spending.  The  range  in  the  increase  is  due  to  differing  projections  of 
the  funding  available  through  private  long-term  care  insurance,  and  its  impact  on  out-of-pocket 
spending. 

The  Massachusetts  Division  of  Health  Care  Finance  and  Policy  (DHCF&P)  has  made  two 
projections,  presented  in  the  Vision  2020  report,  about  MassHealth's  long-term  care 
expenditures  over  the  next  20  years  using  a  model  of  national  long-term  care  expenditure 
projections  developed  by  the  Congressional  Budget  Office.  The  first  assumed  a  strong 
expansion  of  the  long-term  care  insurance  market,  due  in  part  to  the  accrued  wealth  of  the  baby 
boom  generation.  Working  from  this  assumption,  DHCF&P  estimated  that  total  MassHealth 
long-term  care  spending  would  increase  47.9%,  from  almost  $1.3  billion  to  $1.9  billion.  The 
second  projection  did  not  assume  a  significant  change  in  the  long-term  care  insurance  market  and 
produced  an  estimate  of  a  72%  increase  in  MassHealth  spending  to  $2.2  billion  annually. 

Finally,  the  projected  number  of  younger  persons  who  will  be  available  to  provide  both  formal 
and  informal  care  to  the  expanding  aging  population  will  also  affect  future  expenditures.  For 
instance,  since  the  elder  population  is  growing  faster  than  younger  generations,  there  will  be  a 
smaller  pool  of  family  members  to  provide  informal  care  in  the  future.  In  1990  there  were,  on 
average  nationally,  1 1  potential  caregivers  for  each  person  over  the  age  of  85,  but  in  2030  the 
ratio  will  be  6:1.14 

Fragmentation  of  Care  and  Its  Delivery 

In  addition  to  the  future  demographic  trends  and  their  impact  on  long-term  care  spending,  the 
Commonwealth  faces  challenges  arising  from  the  structure  of  the  current  long-term  care  system. 
In  Massachusetts,  as  well  as  in  most  parts  of  the  country,  acute  care,  rehabilitation,  home  care, 
physician  services,  and  long-term  care  are  considered  distinct  and  separate  services.  Each  has 
separate  procedures,  rules,  and  service  providers.  Each  is  governed  by  different  regulations, 
reimbursement  systems,  and  oversight  mechanisms.  Service  coordination  systems,  which  are 
undeveloped,  could  allow  for  increased,  and  more  cost  effective,  access  to  services. 

Elders  are  likely  to  need  a  number  of  these  different  services  to  help  them  meet  their  medical 
needs  and  manage  chronic  conditions.  Providers  may  have  incomplete  information  about  an 
elder,  treating  only  one  aspect  of  an  individual  elder's  health  care  needs  without  knowing  the 
other  medical  and  social  issues  that  he  or  she  faces.  In  addition,  providers  may  only  have  contact 
with  an  elder  for  a  very  limited  time,  such  as  during  a  hospitalization,  and  then  lose  contact  with 
the  elder.  Similarly,  community-based  caregivers  may  lose  contact  with  an  elder  who  has  been 
hospitalized  or  admitted  to  a  nursing  facility.  Most  often,  these  caregivers  have  little  opportunity 


13  Bruce,  E.,  and  Schulman-Green,  D.  Ibid. 


14  The  Institute  for  Health  &  Aging,  University  of  California.  Chronic  Care  in  America:  A  21st  Century  Challenge. 
Princeton:  Robert  Wood  Johnson  Foundation,  November  2000. 
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to  share  what  they  have  learned  about  the  elder's  condition  and  preferences  as  the  elder  moves 
into  a  new  care  environment. 

This  lack  of  communication  and  coordination  can  place  an  elder  (or  an  elder's  family)  in  the 
position  of  having  to  convey  complicated  information  about  the  elder's  needs,  preferences  and 
current  treatment  and  medications  to  multiple  providers  while  not  necessarily  understanding 
what  information  is  important  to  share.  Moreover,  the  need  for  this  complex  communication 
often  arises  in  circumstances  that  are  extremely  stressful  for  the  elder  and  his  or  her  family. 

For  example,  Medicare  and  Medicaid,  as  two  distinct  programs,  have  different  eligibility  rules, 
offer  different  benefits,  and  are  governed  by  different  regulations.  Some  elders  who  are  eligible 
for  both  programs  (so-called  "dually-eligible"  individuals)  find  themselves  caught  in  a  confusing 
system  of  uncoordinated  care  with  sometimes  conflicting  coverage  rules  with  no  single  agency 
responsible  for  their  care.  Some  innovative  programs,  such  as  the  PACE  program,  have 
addressed  these  issues  by  establishing  integrated  systems  of  care  for  dually  eligible  elders. 
However,  these  programs  serve  only  a  segment  of  the  elderly  population  and  have  relatively 
small  enrollment. 

The  lack  of  coordination  of  acute  and  long-term  care  services  and  management  of  chronic 
disease  can  lead  to  higher  hospitalization  rates.  Studies  have  shown  that  hospitalization 
frequently  leads  to  functional  decline  for  elderly  patients,  independent  of  the  reason  for 
admission.  The  medical  model  of  care  in  hospitals  is  not  focused  on  the  unique  needs  of  a 
geriatric  population  such  as  the  need  for  significant  skin  care,  dementia  management,  and 
feeding  support.  Elderly  patients  are  at  greater  risk  of  developing  incontinence  (26%), 
disorientation  and  confusion  (30%),  and  symptoms  of  inadequate  food  intake  (16%),  among 
other  functional  declines  while  in  the  hospital.  Actual  rates  of  functional  decline  are  even  higher 
for  elderly  patients  coming  from  nursing  facilities.15 

A  standard  acuity  score  can  quantify  the  functional  decline  experienced  by  nursing  facility 
residents  during  a  hospital  stay.  A  1995  analysis  by  DHCF&P  measured  the  acuity  of  nursing 
facility  patients  before  and  after  a  hospitalization  and  found  that,  in  a  standard  measure  of  acuity, 
these  patients  had  a  12%  increase,  meaning  that  the  individual  needed  an  additional  twenty 
minutes  of  nursing  care  per  day  after  a  hospitalization. 

Federal  Rules  Make  Medicaid  Eligibility  Easier  to  Achieve  in  Institutions 

Some  public  perceptions  of  long-term  care  coverage  contribute  to  greater  reliance  on  nursing 
facility  care.  Many  elders  mistakenly  believe  that  the  Medicare  program  covers  long-term  care 
and  consequently,  few  elders  plan  for  private  financing  to  meet  future  long-term  care  needs. 
Medicare  coverage  for  community  long-term  care  is  limited  and  federal  rules  make  Medicaid 
eligibility  easier  to  achieve  in  institutions,  resulting  in  a  trend  toward  delivery  of  long-terni  care 
in  nursing  facilities  rather  than  in  the  community.  Even  with  planning,  however,  feasible 
alternatives  are  few  and  current  premiums  for  long-term  care  insurance  tend  to  be  very  costly. 


15  Clifford,  T.  "Why  are  Hospitals  Dangerous  for  Nursing  Home  Residents?"  Case  Mix  Update.  Augusta,  ME: 
Maine  Department  of  Human  Services,  May  1997. 
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Many  elders  discover  Medicare's  limited  role  during  an  acute  hospitalization  requiring  post- 
acute  care.  Medicare  will  only  cover  a  limited  amount  of  rehabilitation  services  such  as  home 
health,  nursing  facility  or  rehabilitation  facility  services,  after  which  the  elder  must  cover  the  cost 
of  care  out-of-pocket  or,  if  eligible,  seek  Medicaid  coverage  for  such  services. 

In  order  to  ensure  that  most  elders  are  able  to  obtain  coverage  of  long-term  nursing  facility  care 
and  protect  the  spouse  remaining  at  home  from  impoverishment,  federal  Medicaid  financial 
eligibility  rules  allow  greater  income  and  assets  for  institutionalized  recipients  than  for 
community-based  recipients  with  a  spouse  remaining  at  home.  Many  frail  elders  who  are  not 
eligible  for  MassHealth  because  their  income  or  assets  are  above  the  MassHealth  community 
standards  may  not  be  able  to  afford  to  pay  privately  for  the  services  they  require  to  remain  safely 
in  the  community.  Without  receiving  these  services,  such  an  elder  may  be  at  risk  for  decline  in 
health  and  functioning  to  the  point  of  requiring  nursing  facility  services.  Once  in  a  nursing 
facility,  most  low-income  elders  eventually  become  eligible  for  MassHealth  by  spending  down 
their  assets  and  income. 

Some  low-income  elders  who  are  not  eligible  for  MassHealth  in  the  community  may  receive 
assistance  with  community-based  long-term  care  services  through  the  state- funded  Home  Care 
Program  administered  by  the  Executive  Office  of  Elder  Affairs.  The  income  standard  for  the 
state  Home  Care  program  is  roughly  two  times  the  federal  poverty  level  with  no  asset  test. 
However,  the  Home  Care  Program  is  not  an  entitlement  program  and  is  limited  by  annual 
appropriation  amounts  set  by  the  state  legislature.  Current  funding  levels  allow  approximately 
$224  per  month  per  elder,  an  amount  that  does  not  always  cover  all  services  an  elder  may  need  to 
stay  in  the  community. 

System  Design  Does  Not  Respond  to  Consumer  Desires 

Surveys  confirm  that  elders  would  prefer  to  remain  in  their  own  homes  rather  than  go  to  a 
nursing  facility.  In  fact,  when  asked,  30%  of  elders  who  were  being  treated  in  a  hospital  for  a 
serious  illness  said  they  would  rather  die  than  live  permanently  in  a  nursing  facility.16  Despite 
this  strong  preference,  most  long-term  care  in  Massachusetts  continues  to  be  delivered  in 
institutional  settings. 

Within  the  long-term  care  system  for  elders,  Aging  Services  Access  Points  (ASAPs)  are 
responsible  for  helping  an  elder  navigate  different  services,  understand  different  benefits,  or 
work  through  difficult  decisions.  ASAP  services  are  not  available  to  all  elders  and  their  families, 
however,  due  to  income  and  frailty  eligibility  requirements,  and  are  limited  by  budget 
appropriations.  Those  elders  who  are  not  being  served  must  frequently  learn  about  the  complex 
long-term  care  system  on  their  own,  trying  to  understand  the  different  roles  of  certain  providers 
and  the  interaction  among  providers,  as  well  as  coverage  and  benefits.  For  frail  and  vulnerable 
elders,  navigating  between  different  benefit  packages  and  different  services  is  frustrating  and 
confusing. 

In  addition,  long-term  care  has  historically  been  seen  as  a  pre-determined  progression  from  one 
service  to  the  next,  with  no  return  to  a  previous  level  of  care.  Despite  the  Commonwealth's  best 


Mattimore,  T,  et.  al.  "Surrogate  and  Physician  Understanding  of  Patients'  Preferences  for  Living  Permanently  in  a 
Nursing  Home."  Journal  of  the  American  Geriatrics  Society  45.7  (July,  1997). 
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efforts  to  change  this  perception,  it  persists.  For  instance,  once  an  individual  has  progressed 
from  an  adult  day  health  program  to  a  nursing  facility,  the  popular  impression  is  that  there  is  no 
possibility  of  returning  to  the  community  (see  Figure  1,  below).  Also,  supports  that  may  be 
available  are  usually  organized  around  one  sector  within  the  array  of  long-term  care  services. 
For  example,  a  hospital  social  worker  may  be  available  to  assist  with  discharge  planning  after  a 
hospitalization,  but  would  not  be  available  to  an  elder  beyond  that  hospitalization. 


] 

Figure  1:  The  Current  Public  Conception  of  Long-term  Care 
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Finally,  elders'  wishes  to  stay  at  home  are  often  undermined  by  their  living  situation.  While  not 
always  included  in  discussions  of  long-term  care,  elder  housing  plays  an  important  role  in  the 
long-term  care  system.  If  an  elder's  housing  situation  does  not  accommodate  changes  in  the 
functional  status  of  the  elder,  he  or  she  may  need  to  move  to  an  institutional  setting  against  his  or 
her  wishes.  In  addition,  although  there  are  some  residential  alternatives  for  individuals  with 
increasing  needs,  such  as  supportive  housing  and  assisted  living,  access  is  often  limited  by  an 
elder's  personal  resources  and  the  availability  of  the  services. 

According  to  the  US  Department  of  Housing  and  Urban  Development,  there  are  three  major 
challenges  in  meeting  elderly  housing  needs:  adequacy,  affordability  and  accessibility.  For 
instance,  1 .45  million  elders  nationally  live  in  housing  that  needs  to  be  repaired  and/or 
rehabilitated,  and  59%  of  those  repairs  of  modifications  are  major.  In  addition,  57%  of  elders 
who  rent  their  homes  or  apartments  struggle  to  afford  their  current  housing  units;  fourteen 
percent  are  paying  more  than  half  of  their  income  for  housing.17  Addressing  the  long-term  care 
needs  of  elders  will,  by  necessity,  require  that  attention  be  paid  to  their  housing  needs  as  well. 
The  increasing  frailty  of  the  community-based  elder  population,  and  the  acceleration  of  this  trend 
with  the  aging  of  the  baby  boomer  generation,  points  to  a  need  for  an  increased  focus  on  housing 
options  for  elders. 

Supply  of  Providers  and  Services  Varies  Across  the  State 

The  availability  of  some  long-term  care  services  varies  across  the  state.  Assisted  living  is  a 
rapidly  growing  segment  of  the  long-term  care  system  in  Massachusetts,  but  it  is  too  expensive 
for  some  elders  to  consider.  The  average  cost  of  living  in  an  assisted  living  residence  is  about 
$3,200  per  month,  and  some  facilities  are  much  more  expensive.  Besides  the  affordability  issue, 


17  US  Department  of  Housing  and  Urban  Development.  Housing  Our  Elders:  A  Report  Card  on  the  Housing 
Conditions  and  Needs  of  Older  Americans.  Washington,  DC:  November  1999. 
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however,  is  one  of  geographic  distribution;  the  156  certified  assisted  living  facilities  are 
concentrated  in  the  eastern  half  of  the  Commonwealth,  with  few  options  for  those  who  live  in 
Western  Massachusetts.  For  example,  in  the  year  2000,  there  were  no  certified  assisted  living 
facilities  in  Franklin  County,  and  only  eight  in  Hampshire  and  Berkshire  counties.  Worcester 
County  has  24  facilities,  but  they  are  concentrated  in  the  Worcester  metropolitan  area,  with  only 
one  between  the  city  of  Worcester  and  the  Quabbin  Reservoir.      This  distribution  of  assisted 
living  facilities  requires  elders  to  move  further  away  from  home,  disrupting  their  ties  with  family 
and  community. 

As  with  assisted  living  facilities,  in  the  year  2000  the  preponderance  of  Massachusetts'  540 
nursing  facilities  were  located  in  the  eastern  half  of  the  Commonwealth,  with  clusters  of  facilities 
around  urban  centers.  Only  132  facilities  (approximately  12,000  -  13,000  beds)  served  the 
population  west  of  Worcester;  the  long-term  care  ombudsman  programs  in  this  area  report 
elders'  difficulties  in  accessing  nursing  facility  beds,  primarily  due  to  the  closures  of  many  local 
facilities.  Likewise,  there  are  limited  beds  available  in  the  North  Shore  and  Cape  regions.  As  a 
result,  elders  often  must  be  admitted  to  facilities  that  are  farther  away  from  their  homes  and 
families  than  they  would  like. 

Provider  Stability 

The  long-term  care  system  is  also  being  affected  by  the  financial  instability  of  some  providers, 
especially  in  the  nursing  facility  industry.  According  to  the  Department  of  Public  Health,  58 
nursing  facilities,  with  a  total  of  3,298  beds,  closed  their  doors  in  the  years  1999  and  2000.  In 
addition,  one  in  six  nursing  facilities  in  Massachusetts  currently  operates  under  bankruptcy 
protection.  Financial  instability  is  not  limited  to  nursing  facilities,  however.  The  federal 
Balanced  Budget  Act  of  1997  (BBA)  reduced  the  rate  at  which  reimbursement  to  some  providers 
would  increase,  imposed  stricter  benefit  limits,  and  changed  reimbursement  for  some  providers. 
Hospitals,  home  health  agencies,  and  skilled  nursing  facilities  have  all  felt  the  impact  of  these 
changes.  Changes  in  reimbursement  have  also  modified  treatment  incentives  for  some  providers. 
Home  health  agencies,  for  example,  now  have  a  greater  incentive  to  accept  short-term 
rehabilitation  patients  rather  than  long-term  patients  with  chronic  conditions. 

These  financial  difficulties  have  meant  that  the  staff  salaries  that  providers  are  offering  have  not 
kept  pace  with  the  strong  economy,  which  has  lead  to  increased  staff  turnover  and  greater 
difficulty  in  recruiting  staff.  Also,  high  staff  turnover  can  exacerbate  financial  difficulties,  as 
providers  often  must  hire  temporary  staff  at  a  higher  cost  than  for  full-time  staff.  Prolonged  or 
severe  financial  distress  and  staffing  problems  are  also  associated  with  increased  problems  in 
quality  of  care. 

The  Balanced  Budget  Refinement  Act  (BBRA)  of  1999  and  a  current  budget  bill  under 
consideration  by  Congress  include  modifications  to  Medicare  reimbursement  to  reduce  the 
impact  of  the  BBA. 
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Workforce  Issues 

Massachusetts'  strong  economy  coupled  with  an  unemployment  rate  of  3.4%  is  placing  increased 
pressure  on  the  ability  of  the  health  care  system  to  adequately  staff  direct  care  worker  positions. 
With  the  declining  availability  of  direct  care  workers  and  rapidly  rising  labor  costs,  the  health 
care  system  is  experiencing  increased  difficulty  retaining  workers.  For  example,  one  half  of 
nursing  facilities  report  increased  use  of  temporary  nursing  pools  to  fill  vacant  positions.19  For  a 
comprehensive  analysis  of  this  trend  from  1996-1999,  see  the  DHCF&P  chart  in  Appendix  H. 

Many  states,  including  Massachusetts,  are  gathering  data  and  information  to  determine  possible 
approaches  to  help  alleviate  critical  shortages  in  direct  care  staff.  A  leader  is  this  effort  is  North 
Carolina,  which  is  conducting  a  comprehensive  analysis  focusing  on  worker  retention.  As  part  of 
its  analysis,  the  state  conducted  a  nationwide  survey  to  determine  what  is  important  to  workers.20 
Of  the  48  states  that  responded,  forty-two  reported  recruitment  and  retention  problems.  A  number 
of  job  factors  were  reported  as  contributing  to  the  labor  shortage,  including: 

>  Low  wages  and  few,  if  any,  benefits; 

>  No  career  path; 

>  Physically  demanding  work; 

>  Lack  of  opportunity  for  meaningful  input  into  elder  care; 

>  Inadequate  recognition  and  appreciation;  and 

~)  1 

>  Inadequate  exposure  to  "real  life"  job  demands  during  training. 

Impact  of  Wages  on  Labor  Shortage: 

The  wages  that  providers  pay  direct  care  workers  have  an  impact  on  the  appeal  of  working  in 
long-term  care.  A  study  by  the  Women's  Educational  and  Industrial  Union  determined  that  a 
single  parent  with  two  children  would  need  to  be  paid  $18  per  hour  in  order  to  be  self-sufficient 
in  Boston. 2    In  comparison,  the  average  newly  hired  paraprofessional  is  paid  $8.00  to  $8.50  per 
hour,  and  those  with  experience  between  $8.77  and  $9.93  per  hour.  Nurses  working  in  nursing 
facilities  have  an  average  hourly  wage  of  $19.00  per  hour.      These  wages  have  resulted  in  many 
long-term  care  workers  having  to  take  more  than  one  job,  and  often  as  many  as  four  jobs,  in 
order  to  make  ends  meet.  For  example,  forty-one  percent  of  home  care  workers  have  incomes 
that  place  them  between  100%  and  200%  of  the  federal  poverty  level,  compared  to  a  statewide 
average  of  12%,  while  only  8%  have  incomes  over  400%  of  the  federal  poverty  level,  compared 
to  42%  statewide.24  Long-term  care  requires  workers  who  have  good  interpersonal  and 
communication  skills,  who  utilize  critical  thinking  and  problem  solving,  and  who  can  exercise 
sound  judgment  in  on-the-spot  situations.  With  wages  at  these  levels,  and  considering  the 
difficulty  of  the  labor  involved,  it  is  difficult  for  providers  to  recruit  workers  with  these  attributes 
into  the  long-term  care  sector. 


19  Massachusetts  Extended  Care  Federation.  2000  Employment  Trends  in  Massachusetts  Nursing  Facilities. 

Newton  Lower  Falls,  MA:  October  2000. 
North  Carolina  Division  of  Facility  Services.  Comparing  State  Efforts  to  Address  the  Recruitment  and  retention 

of  Nurse  Aide  and  Other  Paraprofessionals  Aide  Workers.  Raleigh,  NC:  September,  1999 
21  For  a  discussion  of  North  Carolina's  additional  efforts  to  address  workforce  issues,  see  Appendices  1-1  and 

1-2. 

12  Massachusetts  Family  Economic  Self-Sufficiency  Project.  The  Self-Sufficiency  Standard  for  Massachusetts. 

Boston:  September  1998. 

13  Health  Care  for  All.  Health  Survey  of  Massachusetts  Home  Care  Workers:  Final  Report.  Boston:  April  1998. 
24  Health  Care  for  All.  Ibid. 
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Even  though  wages  increased  in  the  last  five  years,  employment  in  the  long-term  care  sector  has 
decreased.  From  1995  to  1999,  employment  in  nursing  and  personal  care  facilities  declined  by 
2%  despite  a  3%  employment  increase  in  health  service  industries  and  a  9%  employment 
increase  in  the  Massachusetts  economy  overall.  The  decline  was  especially  steep  in  home  health 
care  at  21.3%  (see  Figure  2). 


Figure  2.    Changes  in  Employment  and  Wages  by  Establishment 

(Massachusetts,  1995-1999) 
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Source:  Massachusetts  Division  of  Employment  and  Training:  Covered  Employment  and  Wages  (ES-202). 


The  number  of  full-time  equivalents  (FTEs)  and  number  of  staff  per  patient  day  decreased  in 
Massachusetts'  nursing  facilities  from  1997  to  1999.  The  declines  in  working  hours  were 
smaller  than  the  declines  in  the  numbers  of  FTE  and  staff-  suggesting  that  over-time  work 
among  existing  staff  was  used  to  address  the  labor  shortage  problem  in  nursing  facilities  (see 
Chart  3,  below). 

Employment  projections  for  long-term  care  related  occupations  for  the  period  1996-2006 
forecast  increased  needs  ranging  from  15.2%  for  RNs  to  85.6%  for  personal  and  home  care 
aides.      If  the  long-term  care  labor  supply  continues  its  downward  trends,  the  gap  between  the 
projected  demand  for  labor  and  the  actual  labor  supply  is  expected  to  widen  in  the  near  future. 

Further  complicating  the  problem  of  an  inadequate  supply  of  workers  is  the  rapid  aging  of 
registered  nurses.  Registered  nurses  are  the  largest  group  of  health  care  professionals  in  the 
United  States.  As  more  nurses  retire,  newly  graduating  nurses  would  be  expected  to  replace 
them,  but  enrollment  in  nursing  programs  has  steadily  declined.  Nurse  executives  expect  a 
serious  shortage  of  RNs  over  the  next  ten  to  fifteen  years. 


25 


Massachusetts  Department  of  Employment  and  Training.  The  Massachusetts  Job  Outlook  Through  2006. 
Boston:  December  1998. 
26  Buerhaus,  P. I.,  et  al.  "Implications  of  an  Aging  Registered  Nurse  Workforce."  Journal  of  the  American  Medical 
Association.  293  (2000):  2948-2954. 
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Figure  3.   Changes  in  Nursing  Home  Employment  and 
Wages  (Massachusetts  1997-1999) 
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Benefits  for  Employees 

While  wages  are  a  part  of  any  effort  to  improve  worker  recruitment  and  retention,  benefits  are 
also  important.  Although  most  nursing  facilities  offer  health  insurance  plans  to  their  workers, 
many  other  long-term  care  settings  do  not.  This  affects  the  appeal  of  working  in  the  long-term 
care  industry. 

Most  Massachusetts  nursing  facilities  already  provide  a  broad  array  of  fringe  benefits  to  their 
employees.  In  an  effort  to  improve  retention  of  their  workforce,  nursing  facilities  are  expanding 
benefits  for  employees,  especially  for  part-time  workers.  According  to  a  Massachusetts 
Extended  Care  Federation  (MECF)  survey  of  235  nursing  facilities,  many  facilities  required 
employees  to  work  25  hours  per  week  in  order  to  be  eligible  for  benefits  in  1998.  By  1999,  50% 
of  the  facilities  surveyed  had  lowered  that  requirement  to  20  hours. 

Based  on  its  2000  survey  of  216  facilities  (44%  response  rate),  the  MECF  reports  that  most 
nursing  facilities  offer  individual  and  family  health  insurance  (99%)  to  their  full-time  staff  and 
91%o  offer  dental  coverage.  The  survey  also  revealed  that  11%  offer  subsidized  childcare  -  up 
from  6%  in  1998  -  as  another  strategy  to  improve  worker  retention.  Some  facilities  also  offer 
life  insurance,  401(k)  plans  and  short-term  disability  insurance.  In  addition,  over  70%  of 
facilities  offer  tuition  reimbursement  to  their  full-time  staff. 

On  the  other  hand,  direct  care  workers  in  settings  other  than  nursing  facilities  often  have 
difficulty  accessing  health  insurance  coverage  for  themselves  and  their  families.  For  instance,  in 
1998,  34%o  of  home  care  workers  did  not  have  health  insurance,  and  for  those  home  care  workers 
below  133%)  of  the  federal  poverty  level,  453%  were  uninsured.      There  is  a  state  funded 
program  that  provides  free  tuition  to  certain  classes  at  state  colleges  for  employees  of  companies 
that  have  human  service  contracts  with  Elder  Affairs  and  other  human  service  agencies.  The 


17  Massachusetts  Extended  Care  Federation.  Ibid 

28 


Health  Care  for  All.  Health  Survey  of  Massachusetts  Home  Care  Workers:  Final  Report.  Boston:  April  1998. 
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program  is  limited  because  many  providers  of  long-term  care  services  are  not  included  (e.g. 
providers  under  MassHealth)  and  many  of  the  workers  who  provide  human  services  are 
independent  contractors  and  therefore  not  eligible. 

Workforce  Culture  Issues: 

There  are  a  number  of  intangibles  that  can  contribute  to  individuals'  willingness  to  work  in  long- 
term  care.  There  is  little  recognition  by  the  public  of  the  efforts  of  workers  in  long-term  care; 
care  for  the  elderly  is  not  valued  in  a  way  that  gives  workers  a  sense  of  pride  and  of  being 
appreciated.  This  recognition  is  particularly  important  given  the  difficulty  of  the  work  and  the 
sensitivity  required  of  the  workers.  When  one  combines  the  lack  of  value  the  public  places  on 
the  work  and  the  high  turnover  rates,  there  is  little  sense  of  professionalism  within  the  direct  care 
workforce. 

Quality  Issues 

Challenges  in  Evaluating  Quality  of  Care 

Like  other  areas  within  healthcare,  quality  of  care  is  a  serious  concern  in  long-term  care.  Long- 
term  care  researchers  agree  that  a  comprehensive  quality  assessment  system  must  include  a 
combination  of  process,  outcome,  and  satisfaction  measures  (Rantz,  199929;  Harrington,  1999   ) 
To  date,  however,  there  is  no  comprehensive  system  that  1)  assures  minimum  provider  standards, 
2)  promotes  innovations  in  care,  and  3)  uses  consumer  feedback  to  highlight  areas  for 
improvement  for  the  full  range  of  providers  who  offer  long-term  care  services. 

Attempting  to  assess  quality  in  long-term  care  creates  some  of  the  same  challenges  as  assessing 
quality  in  other  parts  of  the  health  care  system,  but  also  presents  some  unique  challenges.  Many 
quality  of  care  measures  are  designed  for  acute  medical  illnesses  rather  than  chronic  or  terminal 
illness.  Measures  are  usually  designed  around  procedures  or  health  status  improvement. 
Redesigning  outcomes  to  capture  a  slower  rate  of  decline  or  assess  chronic  disease  management 
is  still  a  relatively  new  effort. 

Most  research  on  quality  of  care  has  examined  either  specific  outcomes  (such  as  post-surgery 
death  rates)  or  process  measures  (such  as  immunization  rates)  for  their  relationship  to  quality. 
Outcome  measures  play  a  useful  role,  but  have  several  weaknesses.  Outcome  measures  are 
subject  to  definitional  and  data  collection  differences.  A  measure  like  readmission  within  7  days 
appears  straightforward  until,  for  example,  an  institution  clarifies  that  it  excludes  any 
readmissions  for  congestive  heart  failure  patients  because  it  expects  those  patients  to  return. 
Additionally,  outcome  measures  may  not  capture  important  elements  that  contribute  to  outcomes 
but  are  outside  medical  care,  such  as  patient  compliance  or  coordination  of  care.  And  outcome 
measures  do  not  reflect  the  fact  that  some  good  outcomes  can  be  due  to  chance  rather  than  a 
direct  result  of  care.  Some  outcomes  also  vary  significantly  by  racial  and  ethnic  groups;  average 
results  mask  this  variation.  Adequate  sample  sizes  and  definitional  issues  around  race  and  ethnic 
categories  are  significant  obstacles  to  monitoring  care  by  race  or  ethnicity. 


1  Rantz,  M.  J.  et  al,  "Nursing  Home  Care  Quality:  a  Multidimensional  Theoretical  Model."  Journal  of  Nursing  Care 


Quality  October  1999:  16-37 
igton,  C.  et  al.  "Stakeholders' ' 
Consumers."  American  Journal  of  Medical  Quality  May/June  1999:  124-131. 
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Time  is  also  a  challenging  issue  in  assessing  quality  in  long-term  care.  Most  outcome  measures 
depend  on  a  data  design  with  proscribed  study  periods.  Study  periods  that  are  too  short  may 
omit  important  outcomes,  especially  in  long-term  care;  longer  study  periods  may  include  other 
causal  factors  that  are  difficult  to  remove  from  results. 

Process  measures  may  complement  outcome  measures,  but  they  also  have  weaknesses  that  are 
important  to  recognize.  Like  outcome  measures,  process  measures  are  subject  to  different 
interpretations  of  definitions  and  variation  in  data  collection  methods.  Process  measures  can  also 
be  very  difficult  to  define  (such  as  patient  education)  or  offer  a  tenuous  link  to  quality  (such  as 
the  number  of  office  visits  for  diabetic  patients,  rather  than  a  content  measure  of  the  visits). 

Calibrating  for  health  status  and  acuity  has  been  an  ongoing  challenge  in  assessing  health  care 
quality  in  all  areas.  Research  on  long-term  care  quality  emphasizes  the  need  for  a  health  status 
or  acuity  adjustment  mechanism,  but  implementation  of  national  data  systems  with  acuity  scales 
is  just  beginning  in  some  long-term  care  settings. 

In  recent  years,  there  has  been  growing  attention  to  the  role  of  patient  perception  in  attempting  to 
gauge  quality.  Patient  surveys  have  become  more  prominent  quality  assessment  tools,  but  they 
also  have  limits.  Patients  may  provide  important  feedback  on  some  aspects  of  care,  but  since 
they  are  not  typically  trained  as  clinicians,  their  ability  to  evaluate  technical  aspects  of  care  is 
questionable.  Researchers  have  also  found  that  standard  clinical  measures,  such  as  spinal  fluid 
changes  in  individuals  with  Alzheimer's,  do  not  typically  correspond  to  elders'  or  families', 
perceptions  of  the  elder's  health  status.  Studies  have  also  demonstrated  that  nursing  facility 
residents  -  like  other  institutionalized  populations  -  are  reluctant  to  express  dissatisfaction  with 
caregivers  for  fear  of  reprisals. 

Surveys  in  an  elderly  population  also  face  the  challenge  of  cognitive  deficits  due  to  the 
significant  incidence  of  dementia  in  older  populations.  Some  observers  have  suggested 
substituting  family  perceptions,  but  many  are  concerned  that  family  care  perceptions  may  be 
different  from  elders'  views.  Other  researchers  are  working  to  develop  surveys  that  can  be  used 
with  groups  with  a  wide  range  of  cognitive  capacity. 

Most  elders  in  the  long-term  care  system  use  a  variety  of  services  -  from  physicians  and 
hospitals  to  nursing  facilities  and  home  health  care.  Because  these  services  are  somewhat 
dissimilar,  it  is  difficult  to  devise  a  common  set  of  measures  that  could  be  used  for  any  provider 
of  a  long-term  care  service. 

Quality  of  Care  Efforts  in  Nursing  Facilities 

Nursing  facilities  are  the  most  regulated  of  long-term  care  providers.  According  to  federal  law, 
states  must  have  a  process  to  evaluate  nursing  facilities  every  nine  to  fifteen  months.  The  Health 
Care  Financing  Administration  (HCFA)  oversees  the  state  Medicaid  programs  and  is  responsible 
for  ensuring  that  they  meet  certain  standards.  Like  most  states,  Massachusetts  charges  its 
Department  of  Public  Health  (DPH)  with  responsibility  for  these  routine  inspections.  DPH  staff 
are  also  responsible  for  special  investigations  in  response  to  complaints  against  particular  nursing 

it 

facilities  or  report  of  an  incident  at  a  facility. 


*  Incident  in  this  context  refers  to  an  unexpected  death,  other  serious  and  adverse  outcome,  or  medication  error. 
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Nationally,  there  have  been  some  major  efforts  to  look  at  quality  of  care  in  nursing  facilities, 
including  the  Institute  of  Medicine's  (IOM)  landmark  study  (1986)  of  the  long-term  care 
industry,31  its  subsequent  report  in  1996,  Nursing  Staff  in  Hospitals  and  Nursing  Homes :  Is  it 
Adequate,  and  HCFA's  Report  to  Congress,  (Summer  2000)  "Appropriateness  of  Minimum 
Nurse  Staffing  Ratios  in  Nursing  Homes." 

The  federal  government  responded  to  the  1986  IOM  study  with  the  Omnibus  Budget 
Reconciliation  Act  of  1987  (OBRA-87),  which  included  several  of  the  IOM  report 
recommendations  and  was  implemented  in  1990  and  1991.  These  initiatives  brought  about 
significant  changes  in  nursing  facility  care  and  oversight  including: 

>  Enhanced  regulatory  oversight  and  new  standards  for  surveyor  training  and  qualifications; 

>  A  shift  in  nursing  facility  regulations  from  a  process  and  structural  orientation  to  a  more 

resident  and  outcome-oriented  framework; 

>  A  change  in  the  acceptable  standard  of  care  from  a  minimum  acceptable  level  of  care  to  a 

level  of  care  that  promoted  and  maintained  the  "highest  practicable  level"  of  functioning 
for  each  resident  in  a  nursing  facility; 

>  A  shift  to  a  comprehensive  functional  assessment  of  all  residents  as  the  cornerstone  of  care. 

Called  the  "Resident  Assessment  Instrument,"  this  assessment  includes  a  standardized 
"Minimum  Data  Set,"  "Resident  Assessment  Protocols"  and  Utilization  Guidelines.  The 
assessment,  was  mandated  to  be  completed  at  specific  points  in  time,  and  required  the  use 
of  a  standardized  format  that  rated  each  resident's  functional  capacity  across  a  range  of 
medical,  nursing  and  social  issues; 

>  A  requirement  that  specific  nursing,  medical  and  psychosocial  services  be  designed  and 

used  to  attain  and/or  maintain  each  resident's  highest  practicable  level  of  functioning. 

>  Increased  direct  care  staffing  and  better  training  of  staff; 

>  Greater  attention  from  facilities  to  quality  improvement;  and 

^  Development  of  a  national  information  system  for  nursing  facility  residents.  The  Minimum 
Data  Set  (MDS)  was  an  outgrowth  of  this  recommendation. 

OBRA-87  did  bring  about  some  significant  changes  and  improvements  in  care  for  residents  in 
nursing  facilities.  The  General  Accounting  Office,  however,  conducted  a  series  of  investigations 
to  assess  changes  in  nursing  facility  care  since  OBRA-87  that  raised  serious  quality  issues  and 
oversight  questions  that  apply  to  nursing  facilities  nationwide.  In  addition,  President  Clinton's 
1999  Nursing  Facility  Initiative  described  serious  cases  of  inadequate  care,  neglect  and  even 
abuse  of  nursing  facility  residents  throughout  the  country.  In  response,  President  Clinton's 
recommendations  include  the  use  of  investigative  protocols  for  specific  care  issues,  increased 
oversight  and  enforcement  sanctions  of  facilities  with  continuing  serious  resident  care  problems 
and  the  use  of  quality  indicator  reports  generated  from  electronically  transmitted  resident 
assessment  data. 


Institute  of  Medicine.  Improving  the  Quality  of  Care  in  Nursing  Homes:  Committee  on  Nursing  Home 
Regulation.  National  Academy  Press,  1986. 
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IV.       Developing  a  Unified  Long-Term  Care  System 

As  discussed  earlier,  the  Commonwealth  faces  a  number  of  challenges  in  the  provision  of  long- 
term  care  to  elders.*    These  include  the  growing  population  of  elders,  a  spending  ratio  heavily 
weighted  toward  institutional  care,  fragmentation  of  the  long-term  care  system,  federal  eligibility 
rules  that  favor  institutionalization,  a  lack  of  responsiveness  to  elders'  preferences,  an  unstable 
provider  network,  the  declining  availability  of  direct  care  workers,  and  no  uniform  measures  of 
quality  across  settings. 

The  Commonwealth  should  establish  priorities  that  direct  the  creation  of  a  long-term  care  system 
to  address  these  challenges.  Such  priorities  should  include: 

>  Honoring  elders'  preference  to  remain  in  the  community; 

>  Balancing  the  spending  ratio  between  community-based  and  institutional  care; 

>  Expanding  the  options  available  for  community  care; 

>  Providing  alternatives  to  nursing  facility  care; 

>  Coordinating  access  to  needed  services; 

>  Preventing  unnecessary  hospitalizations;  and 

>  Changing  the  culture  of  nursing  facilities  and  their  role  in  the  community. 

An  integrated,  unified  long-term  care  system  that  incorporates  these  priorities  would  be  the 
Commonwealth's  response  to  planning  for  the  future  needs  and  preferences  of  elders.      At  the 
same  time,  this  system  would  be  a  cost-effective  response  to  the  growing  number  of  elders 
requiring  services.3'   Governments  generally  respond  to  this  challenge  either  by  enhancing  case 
management  or  by  broadening  the  scope  of  services  available.34  This  report  recommends  that 
Massachusetts  incorporate  both  of  these  approaches  into  the  development  of  a  unified  long-term 
care  system. 

In  this  system,  long-term  care  would  no  longer  follow  a  fixed  sequence  of  care,  with  elders 
progressing  in  one  direction  only  through  a  set  series  of  services  as  their  frailty  levels  and  needs 
change.  Such  a  comprehensive  service  system  would  be  centered  on  the  needs  of  the  elder  and 
be  flexible  enough  to  allow  him  or  her,  aided  by  the  guidance  of  a  case  manager,  equal  access  to 
the  broad  array  of  services.  This  array,  pictured  in  Figure  4,  would  maintain  the  elder  and  her  or 
his  family  at  the  center  of  the  system,  and  the  services  would  all  be  equally  accessible  at  all 
points  in  time  (given  the  limitations  of  eligibility  requirements,  etc).  Joining  the  elder  in  the 
center  is  a  case  manager  who,  working  with  caregivers  and  a  coordinated  information  transfer 
system,  can  assist  the  elder  in  accessing  the  best  services  possible. 


*  Uses  of  the  term  "elder"  will  mean  the  individual  elder  in  question  and  his  or  her  family  members  and  caregivers, 
unless  the  elder  does  not  wish  them  to  be  involved.  Also,  in  those  cases  where  the  elder  has  cognitive 
impairment,  "elder"  refers  to  both  the  individual  and  his  or  her  family  or  legal  guardian. 

!2  Stone,  R.I.  Long-Term  Care  for  the  Elderly  with  Disabilities:  Current  Policy,  Emerging  Trends,  and  Implications 
for  the  Twenty-First  Century.  New  York:  Milbank  Memorial  Fund,  2000. 

13  Alecxih,  L.M  et  al.  Estimated  Cost  Savings  from  the  Use  of  Home  and  Community-Based  Alternatives  to  Nursing 
Facility  Care  in  Three  States.  Washington,  DC:  AARP  Public  Policy  Institute,  1996. 

4  Tester,  S.  Community  Care  for  Older  People:  A  Comparative  Perspective.  New  York:  Macmillan  Press,  Ltd., 
1996. 
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Broadened  Scope  of  Long-Term  Care 

A  unified  long-term  care  system  would  have  a  broadened  scope  of  services  available  to  elders 
and  their  families.  An  elder  would  be  able  to  receive  the  appropriate  combination  of  services 
that  best  meets  his  or  her  needs  in  community-based  settings  if  appropriate  and  desired  by  the 
elder.  In  addition,  an  increase  in  need  would  not  necessarily  mean  an  irreversible  change  of 
provider,  but  perhaps  just  the  addition  of  another  service.  For  example,  a  person  receiving  home 
health  care  whose  condition  deteriorates  might  still  be  able  to  remain  in  his  or  her  home  while 
receiving  services  from  a  24-hour  service  that  covers  his  or  her  community  (see  the 
Recommendations  section  for  a  discussion  of  the  24/7  Care  Teams).  Ultimately,  the  challenge  is 

Off 

to  separate  the  type  of  care  from  the  place  of  care. 

Nursing  facilities  would  be  redefined  in  this  model  of  long-term  care;  admission  to  a  nursing 
facility  would  not  be  viewed  as  the  end  of  the  long-term  care  process,  but  as  one  possible 
setting  for  care.  For  example,  nursing  facilities  in  Scandinavia  are  closely  tied  to  the  home 


35 


Kane,  R.  "Expanding  the  Home  Care  Concept:  Blurring  the  Distinctions  among  Home  Care,  Institutional  Care, 
and  Other  Long-Term  Care  Services."  The  Milbank  Quarterly  73.2  0995):  161-186. 
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care  system.  With  a  strong  emphasis  on  short-term  stays,  they  have  a  large  turnover  rate 
among  residents.  Most  residents  are  returned  to  their  communities,  where  more  traditional 
community-based  services  resume. 36 

Elders  and  their  families  are  happier  with  being  admitted  to  a  nursing  facility  if  they  have  had 
previous  contact  with  the  facility  and  are  able  to  maintain  their  previous  contacts  and  activities 
once  they  are  there.3.  They  are  also  able  to  think  of  the  admission  as  one  step  in  their  long-term 
care  experience,  and  not  necessarily  a  final  one.  In  those  cases  where  the  elder  does  reside  in  the 
nursing  facility  for  the  remainder  of  his  or  her  life,  the  care  and  services  should  promote  a 
continuity  of  the  individual's  life. 

There  are  a  number  of  alternatives  to  the  traditional  models  in  the  United  States  that  focus  on 
changing  the  culture  of  nursing  facilities.  These  models  integrate  community  members  into  the 
life  of  the  facility  residents,  and  strive  to  make  elders'  experiences  one  of  inclusion,  not  isolation. 
In  the  Greenhouse  Model,  currently  being  piloted  in  New  York  state,  groups  of  houses  that  can 
each  accommodate  six  people  have  been  developed  to  allow  elders  frail  enough  to  be  placed  in 
nursing  facilities  to  move  into  these  small,  personal  environments.  These  small  houses  are  all 
connected  to  a  central  building  such  as  a  former  nursing  facility  that  contains  medical,  long-term 
care  and  social  services.  The  intention  is  to  create  a  warm,  home-like  environment  that 

TO 

maintains  a  focus  on  the  elder's  experience  while  providing  the  necessary  care. 

Nursing  facilities  will  continue  to  be  appropriate  settings  for  care  for  elders  with  more  complex 
medical  conditions  who  need  24-hour  skilled  nursing  care.  Redefining  nursing  facility  care 
should  not  ignore  the  need  for  these  specialized  services  or  weaken  the  long-term  care  system's 
capacity  to  provide  comfortable,  home-like  skilled  services. 

Another  example  of  the  broadened  scope  of  home  and  community-based  care  is  the  coordination 
of  acute  care  services  with  the  provision  of  long-term  care.  Governmental  programs  and 
provider  groups  separate  acute  care  out  from  long-term  care,  but  for  elders,  they  are  inextricably 
linked.  For  those  with  chronic  conditions,  a  hospital  stay  may  stabilize  the  symptoms  associated 
with  an  acute  episode,  but  is  not  likely  to  eradicate  the  underlying  condition.  The  inclusion  of 
home  health  care  in  the  traditional  definition  of  long-term  care  is  an  indicator  of  the  role  acute 
care  plays  in  elders'  long-term  care  experiences;  home  health  care  serves  as  bridge  between  the 
two  models  of  care. 

In  a  unified  long-term  care  system,  like  in  the  Senior  Care  Options  program  (SCO)  described 
above,  acute  care  would  be  considered  part  of  an  elder's  larger  experience  of  long-term  care. 
The  first  step  would  be  a  coordinated  information  system,  discussed  below,  that  would  chronicle 
acute  treatment  as  well  as  track  ADL  and  IADL  impairment.  Increased  communication  between 
acute  care  providers  (including  primary  care  physicians)  and  traditional  long-term  care  providers 
would  give  elders  a  more  effective,  and  consistent  treatment  of  all  their  health  conditions. 


16  Romoren  et  al.  "International  Comparisons  of  Long-Term  Care:  Norway  and  the  Scandinavian  Solution." 

Canadian  Journal  on  Aging/La  Revue  Cannadienne  du  Vieillissment  15  suppl.  1  (1996):  59-72. 
37  Groger,  L.  "A  Nursing  Home  Can  Be  a  Home."  Journal  of  Aging  Studies  9.2  (1995):  137-153. 
8  Thomas,  W.  The  Greenhouse  Project.  Sherburne,  NY:  November  2000.  <http://www.thegreenhouseproject.org> 
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Expanded  Case  Management 

Many  states  and  countries  have  been  turning  to  case  management  as  a  way  of  addressing  their 
increasing  long-term  care  needs.  Case  management  is  defined  as  a  process  of  matching  elders 
with  services  through  the  assessment  of  both  needs  and  resources  (including  supports  and 
existing  services),  development  of  a  care  plan,  coordinating  the  provision  of  services,  and 
monitoring  care  and  outcomes.  Comprehensive  models  of  case  management  include  the  ability 
to  combine  public  and  private  funds  to  accomplish  these  tasks,  and  allow  for  flexibility  and 
creativity  in  meeting  elders'  needs.39 

An  expanded  care  management  system  would  facilitate  access  to  appropriate  services  that 
respond  to  the  needs  and  preferences  of  elders  and  their  families.  Elders  would  be  offered  a 
wider  array  of  services  from  which  to  choose,  and  would  have  greater  support  in  accessing  those 
services.  The  case  management  process  would  include  exploring  all  available  community-based 
service  options  that  would  safely  meet  an  elder's  needs.  Serving  elders  in  the  community  can 
honor  their  preferences  to  age  in  place  as  well  as  provide  services  in  a  cost-effective  manner. 

Information  about  and  access  to  services  should  be  facilitated  by  the  development  of  an 
expanded  case  management  system.  This  system  would  combine  interdisciplinary  case 
management  based  upon  the  elder's  needs  with  primary  involvement  by  the  elder  and  his  or  her 
informal  caregiver  in  the  care  planning  process  and  provision  of  services:  The  case  management 
process  would  include  holistic  assessments  by  interdisciplinary  teams  to  determine  the  elder's 
individual  needs.  These  teams  would  address  the  special  concerns  of  the  elder,  such  as  the 
presence  of  dementia,  vision  or  hearing  loss,  mental  health  issues,  or  other  chronic  or  medical 
conditions.  This  will  require  enhanced  skill  development  of  case  management,  greater  flexibility 
in  scope  and  duration  of  case  management,  and  inclusion  of  specialists  in  specific  post-acute  and 
chronic  conditions  into  interdisciplinary  teams. 

An  expanded  case  management  system  should  also  be  responsive  to  the  linguistic  and  cultural 
context  in  which  the  elder  and  her  or  his  family  live.  Every  effort  should  be  made  to 
communicate  with  the  elder  and  his  or  her  family  in  their  language.  Likewise,  case  managers 
should  be  trained  in  cultural  competency  and  should  take  an  individual's  cultural  experience  of 
aging  and  disability  into  account  when  developing  a  care  plan.  Without  this  recognition, 
linguistic  differences  could  result  in  the  inappropriate  and/or  unsuccessful  provision  of  services. 
Addressing  issues  of  language  and  culture  would  perhaps  involve  greater  participation  on  the 
part  of  family  members,  or  could  mean  drawing  on  the  expertise  of  specialists  from  a  similar 
cultural  context. 

An  expanded  case  management  system  would  require  the  development  of  a  close  relationship 
between  case  managers,  elders,  and  the  elder's  informal  supports.  The  case  manager  would 
foster  relationships  with  family  members  and/or  community  members  (i.e.  a  liaison)  who  can 
best  aid  the  elder  in  expressing  his  or  her  needs.  This  liaison  would  be  included  in  all 
assessments  of  need  and  discussion  of  client  rights,  and  would  be  considered  the  elder's  primary 
contact.  If  no  one  is  available  to  serve  as  the  elder's  liaison,  then  the  case  manager  should 


Hudson,  R.  "Social  protection  and  services."  Handbook  of  Aging  and  the  Social  Sciences,  Fourth  Edition.  Ed. 
Binstock,  R.H,  and  George,  L.  San  Diego:  Academic  Press,  1996.  446-466. 
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devote  greater  attention  to  eliciting  all  the  elder's  preferences  and  opinions  about  his  or  her  care. 
In  addition,  the  case  manager  would  interact  with  the  elder's  primary  care  physician  as  well  as 
other  health  care  providers  currently  providing  services  to  the  elder. 

This  enhanced  case  management  should  be  provided  through  the  existing  state-funded  ASAP 
system  or  privately  to  all  elders  in  the  Commonwealth  regardless  of  income  or  frailty  level. 
Elders  who  would  be  encouraged  to  avail  themselves  of  this  system  include  veterans  that  are 
currently  being  served  through  the  Elder  Affairs/Department  of  Veterans  Services  interagency 
service  agreement.  While  there  would  be  some  elders  that  will  need  to  avail  themselves  only  of 
an  enhanced  information  and  referral  service,  others  would  be  able  to  consult  with  case  managers 
about  services  in  the  community.  The  degree  of  case  management  for  each  elder  may  vary 
depending  on  individual  need  and  circumstances. 

The  ASAP  system  is  well  suited  to  provide  publicly  funded  case  management  services  for  a 
variety  of  reasons.  The  27  ASAPs  are  already  providing  case  management  and  purchasing  long- 
term  care  services  in  all  regions  of  the  state,  and  have  been  doing  so  successfully  for  25  years.  In 
addition,  the  following  language  is  from  the  ASAPs'  statutory  authority: 

ASAPs  shall  be  responsible  for  .  .  .  providing  information  and  referral  services  to  all 
elders  in  the  commonwealth  .  .  .  developing  a  comprehensive  service  plan  based  on  the 
needs  of  an  elder  .  .  .  [and]  arranging  for,  coordinating,  authorizing  and  purchasing 
community  long-term  care  services  [subject  to  eligibility  and  availability  of  funds]."40 

It  therefore  makes  sense  to  build  enhanced  case  management  around  the  existing  ASAP 
infrastructure. 

Information  Sharing 

A  system  of  case  management  that  strives  to  coordinate  myriad  services  offered  by  different 
providers  can  only  succeed  if  there  is  ample  communication  among  providers.  Usually  each 
service  provider  in  the  system,  whether  it  is  an  adult  day  program,  a  nursing  facility,  a  primary 
care  physician,  or  a  home  care  service,  has  separate  assessment,  monitoring,  and  discharge 
procedures.  As  Kleinke  (1998)  states,  "The  most  significant  information  management  challenge 
...  is  the  fragmentation  of  patient  information  over  time  and  geographic  space  as  patients  move 
through  the  fragmented  treatment  system."  41 

With  the  technology  currently  available,  it  is  possible  to  keep  complete  information  sited  with 
the  elder,  rather  than  maintaining  limited  portions  with  a  number  of  providers.  Goals  in 
designing  a  new  system  are  better  coordination,  reduction  in  complications,  reduced  medication 
and  medical  errors,  and  reduction  in  the  amount  of  stress  for  elders  and  family  members  trying  to 
convey  complicated  information.  Such  a  system  would  also  reduce  duplication,  information 
loss,  and  general  miscommunication.  Information  could  be  collected  and  maintained  in  one 
place  for  all  providers  to  access  at  any  time.  Each  provider  would  enter  into  the  system  a 
comprehensive  and  detailed  account  of  the  elder's  status.  Possible  entries  would  not  be  limited 


40  Massachusetts  General  Laws,  Chapter  19A,  Section  4B. 

41  Kleinke,  J.D.  "Release  0.0:  Clinical  Information  Technology  in  the  Real  World."  Health  Affairs.  17.6  (Nov/Dec 

1998):  23-38. 
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to  medical  and  clinical  data,  but  could  also  include  personal  preferences  of  the  elder,  family 
history  and  dynamics  observed  by  provider  staff,  and  other  information  that  will  allow  for 
individualized  care.  The  information  would  facilitate  more  appropriate  placements  for  the  elder, 
a  greater  ease  of  transition  between  services,  and  individualized  care. 

4 

The  form  of  this  system  will  depend  on  available  and  evolving  technology.  The  accumulated 
knowledge  of  the  local  academic  and  technology  communities  could  be  accessed  to  ensure  that 
the  most  current  and  appropriate  media  are  used.  Currently,  internet-based  systems  are  being 
developed,  allowing  authorized  access  from  multiple  locations,  as  well  as  "smart  cards"  that 
contain  all  relevant  information,  which  an  elder  could  carry  from  provider  to  provider,  to  be 
accessed  as  necessary.  In  order  to  ensure  confidentiality,  elders  would  sign  a  release  for  each 
service  provider  in  order  to  allow  him/her  to  consult  the  record. 

Lessons  Learned  From  Other  States'  Efforts 

Most  other  states  have  also- been  grappling  with  similar  elder  care  issues.  Massachusetts  needs  to 
consider  other  states'  successes  and  failures  in  trying  to  improve  long-term  care,  expand  models 
of  home-  and  community-based  services,  and  use  resources  most  effectively.  Some  major 
lessons  learned  from  other  states'  experiences  include  the  need  to  target  services  to  those  elders 
most  in  need  and  to  expand  community  options,  including  alternative  residential  settings. 

Targeting  services: 

If  publicly- funded  services  are  not  targeted  to  those  elders  and  their  families  that  are  most  in 
need,  an  expanded  home-  and  community-based  care  system  will  attract  some  elders  and  their 
families  who  would  otherwise  be  able  to  stay  in  the  community  without  public  support.  This 
phenomenon  can  be  minimized  through  the  implementation  of  targeting  mechanisms  that 
allocate  resources  according  to  greatest  need. 

Various  states,  including  Massachusetts,  have  instituted  effective  targeting  mechanisms  in  order 
to  address  this  issue.  For  instance,  Oregon  and  Washington  screen  elders  who  are  leaving  acute 
care  hospitals  and  are  likely  to  need  nursing  facility  care  and  divert  them  into  the  home-  and 
community-based  care  programs.  Other  states  have  focused  on  intensive  screening  processes  for 
elders  applying  to  enter  nursing  facilities;  some  screen  all  applicants  including  those  paying 
privately,  and  some  screen  only  those  requiring  Medicaid  coverage  as  well  as  all  those  likely  to 
need  Medicaid  coverage  in  their  first  180  days  in  the  facility. 43 

Massachusetts  has  many  targeting  mechanisms  in  place,  including: 

>  Eligibility  Requirements:  As  the  federal  government  and  states  have  grappled  with  the 
challenge  of  providing  services  in  the  most  efficient  and  effective  manner,  a  number 
of  basic  means  to  determine  need  have  been  developed.  The  most  common  criteria  to 
target  services,  all  of  which  Massachusetts  currently  uses,  include  age,  income,  co- 
payments  or  contributions,  frailty  level,  and  cognitive  impairment. 


Berenbaum,  R.J.  "Transfer  of  Information  from  Adult  Day  Health  to  Nursing  Homes:  Bridging  the  Gaps  in  Long- 
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Term  Care  of  Dementia  Patients."  Journal  of  Gerontological  Social  Work  27.4  (1997):  85-95. 
Alecxih,  L.M  et  al.  Estimated  Cost  Savings  from  the  Use  of  Home  and  Community-Based  Alternatives  to  Nursing 
Facility  Care  in  Three  States.  Washington,  DC:  AARP  Public  Policy  Institute,  1996. 
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>  Assessment  of  Existing  Supports:  States  have  discovered  that  it  is  important  to  ensure 

that  publicly  funded  services  are  not  supplanting  federal,  out-of-pocket,  and  informal 
sources  of  support.  Assessment  of  existing  supports  is  also  important  because 
providing  continuity  and  connection  for  the  elder  makes  his  or  her  progression 
through  the  long-term  care  system  easier.  Massachusetts  currently  relies  on  a 
comprehensive  and  thorough  assessment  and  planning  process  for  each  elder,  done  by 
the  ASAP  case  manager,  to  take  into  consideration  the  elder's  existing  resources  and 
build  a  care  plan  that  takes  advantage  of  them. 

>  Accountability:  The  state  of  Wisconsin,  in  an  analysis  of  its  efforts  to  expand  home- and 

community-based  care,  noted  that  its  goal  of  minimizing  administrative  burden 
resulted  in  problems  with  accountability.44  The  Executive  Office  of  Elder  Affairs, 
through  contractual  agreements  with  the  ASAPs,  has  established  a  performance 
management  system  that  sets  goals  and  objectives  and  examines  structure,  process 
and  outcome  measurements. 

>  Increased  communication:  It  is  crucial  that  policymakers  involve  the  provider 

community  in  developing  new  policy,  and  then  gather  feedback  after  the 
implementation  of  changes.  This  communication  should  not  consist  just  of 
monitoring  and  outcome  measurement,  but  should  elicit  information  about  providers' 
experiences  with  caring  for  elders.  Likewise,  providers  should  be  given  a  mechanism 
to  communicate  with  each  other  about  their  successes  and  challenges,  and  should  be 
able  to  brainstorm  about  these  challenges.  Toward  this  end,  Elder  Affairs  has  been 
conducting  a  series  of  meetings  with  many  members  of  the  elder  network  to  discuss 
the  future  of  long-term  care  in  Massachusetts,  and  will  continue  to  do  so  as  changes 
are  made  in  the  future. 

Expanding  Community  Options,  Including  Alternative  Residential  Settings: 

It  is  also  clear  that  a  wide  array  of  alternatives  to  nursing  facilities  needs  to  be  available  in  order 
to  make  service  provision  more  cost  effective  as  well  as  being  responsive  to  the  desires  of  elderly 
consumers.45  Massachusetts  already  has  many  services  available;  those  services  can  be  targeted 
to  those  most  in  need  and  it  may  be  appropriate  to  provide  more  services  to  some  elders  who 
could  benefit  from  such  additional  services.  As  a  recent  analysis  of  the  Florida  long-term  care 
system  states,  "To  increase  the  opportunity  to  age  in  place,  it  is  not  sufficient  to  simply  serve 
more  people  through  [home  and  community-based  services];  we  need  to  serve  people  more."" 

Many  states,  particularly  Oregon  and  Washington,  have  met  this  increased  need  for  community 
services  by  expanding  the  number  of  alternative  care  facilities  available  for  elders.     While  these 
states  have  focused  on  the  use  of  adult  foster  care  and  assisted  living,  Massachusetts  has  in 
addition  developed  the  supportive  housing  model.  In  the  supportive  housing  program,  existing 
state  elder  housing  authorities  are  paired  with  local  ASAPs,  which  coordinate  home  care  services 


44  Sager,  M.  and  Arling,  G.  A  Review  of  Community-Based  Long-term  Care  with  Emphasis  on  Wisconsin's 

Community  Options  Program.  Madison,  WI:  University  of  Wisconsin,  April  1995. 

45  Alecxih,  L.M  et  al.  Estimated  Cost  Savings  from  the  Use  of  Home  and  Community-Based  Alternatives  to  Nursing 

Facility  Care  in  Three  States.  Washington,  DC:  AARP  Public  Policy  Institute,  1996. 

46  Polibka,  L.  and  Oakley,  M.A.  Florida  Long-Term  Care  in  the  21s'  Century.  Tampa,  FL:  Florida  Policy  Exchange 

Center  on  Aging,  February  2000. 

47  Murtaugh,  CM.,  et  al.  State  Strategies  for  Allocating  Resources  to  Home  and  Community-Based  Care.  New 

York:  Center  for  Home  Care  Policy  and  Research/Visiting  Nurse  Service  of  New  York,  1999. 
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for  the  area,  to  allow  for  economies  of  scale  and  more  personalized  and  enhanced  services  for  the 
elders  in  each  development.  This  model  of  service  provision,  which  is  based  in  elder  housing, 
may  not  be  replicable  in  all  areas  of  the  Commonwealth.  In  more  rural  areas,  or  in  suburban 
areas  that  do  not  have  elder  housing,  alternative  models  of  care  could  be  implemented. 

In  Sweden,  the  long-term  care  system  includes  a  program  of  24/7  Care  teams,  in  which  pairs  of 
workers  conduct  home  visits  to  elders  that  need  assistance  with  various  activities,  such  as 
toileting  or  eating.  The  teams  provide  these  services  as  needed  and  are  available  24  hours  a  day, 
seven  days  a  week.  The  workers  either  follow  a  set  schedule  of  visits  or  respond  to  emergency 
calls,  allowing  individuals  to  stay  at  home  who  would  otherwise  have  to  be  institutionalized.     If 
Massachusetts  were  to  develop  these  alternative  models  of  enhanced  services  across  the  state,  it 
could  enhance  its  ability  to  divert  nursing  facility  admissions. 


48  Carella,  J.  Unlimited  Options  for  Aging:  Commonsense  Answers  from  Scandinavia.  Hollis,  NH:  Hollis 
Publishing,  1995. 
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IV.    Recommendations 

As  stated  in  the  Introduction,  Executive  Order  #42 1  asked  for  recommendations  in  the  following 
four  areas: 

>  Maximize  the  cost-effective  use  of  existing  resources  and  enhance  community  options. 

>  Suggest  new  methods  of  assessing  quality  of  care  in  long-term  care  settings  and  introduce 
incentives  for  providers. 

>  Establish  priorities  for  expenditures  on  long-term  care. 

>  Analyze  wage  inflation  and  its  impact  on  labor  shortages  and  quality  of  care  in  long-term 
care. 

The  following  recommendations  address  all  four  of  these  areas.  Please  note,  however,  that  due 
to  their  close  association,  the  recommendations  for  the  first  and  third  of  these  areas  are 
combined.  The  ultimate  goal  of  the  recommendations  below  is  to  move  the  Commonwealth 
towards  developing  and  implementing  steps  toward  a  unified  long-term  care  system  as  described 
above. 


Establishing  Spending  Priorities,  Maximizing  Resources,  and  Enhancing 

Community  Options 

Balance  Long-Term  Care  Spending 

Maximizing  the  cost-effective  use  of  existing  resources  while  expanding  community  options 
requires  a  strategy  for  changing  the  proportion  of  state  resources  devoted  to  institutional  care 
versus  community  care  for  individuals  over  the  age  of  60.  Currently  the  Commonwealth  spends 
83.3%  of  its  long-term  care  budget  for  elders  on  institutional  care.  In  addition,  a  national  survey 
of  state  units  on  aging  and  Medicaid  programs  identified  increased  home  and  community  based 
spending  as  states'  highest  priority  in  long-term  care  spending.49  Taking  these  facts  into 
consideration,  and  considering  consumer  preferences  for  remaining  in  their  own  homes,  the  state 
should  make  efforts  to  increase  the  proportion  of  expenditures  devoted  to  community  care. 

This  shift  in  spending  will  require  systems  changes  that  allow  for  identification  of  elders  at  risk 
of  nursing  facility  admission,  and  for  provision  of  community  services  and  programs  that  avoid 
or  delay  such  admissions.  As  the  state  moves  to  shift  the  balance  in  spending,  the  state  should 
evaluate  community  programs  and  other  infrastructure  efforts  implemented  to  ensure  quality  of 
care  and  targeting  of  state  resources  to  cost-effective  programs  and  services.  Such  efforts  will 
prepare  the  Commonwealth  to  cost-effectively  serve  the  much  larger  number  of  elders 
anticipated  as  the  baby  boomer  population  ages. 

The  institutional/community  resource  balance  should  not  be  achieved  by  reducing  the 
institutional  expenditures;  the  Commonwealth  must  add  resources  to  the  community  long-term 


49  Murtaugh,  CM.,  et  al.  State  Strategies  for  Allocating  Resources  to  Home  and  Community-Based  Care.  New 
York:  Center  for  Home  Care  Policy  and  Research/Visiting  Nurse  Service  of  New  York,  1999. 
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care  budget  over  each  of  the  next  several  years  to  reduce  the  rate  of  nursing  facility  admissions. 
System  changes  to  expand  community  options  will  take  time  and  availability  of  high  quality 
nursing  facility  services  must  be  assured  for  those  frail  elders  who  will  continue  to  need  such 
level  of  care.  In  addition,  even  after  the  infrastructure  of  services  in  the  community  has  been 
expanded,  there  will  continue  to  be  a  need  to  make  available  high  quality  nursing  facility 
services  for  those  frail  elders  for  whom  nursing  facilities  will  be  the  most  appropriate  location 
for  meeting  their  service  needs. 

As  the  state  develops  strategies  to  shift  the  balance  of  spending,  efforts  should  be  made  to  ensure 
that  programs  are  designed  flexibly  to  take  advantage  of  changes  in  Medicare  as  well  as  other 
opportunities  to  maximize  federal  reimbursement  where  available. 

Recommen  dation : 

>  Each  year  through  2006  increase  spending  on  community  care. 

>  Establish  the  infrastructure  that  will  allow  community  spending  to  grow  relative  to 

institutional  spending. 


Enhance  Community  Options 

To  begin  meet  the  goal  of  shifting  state  long-term  care  spending  towards  more  community  based 
services  a  number  of  pilot  programs  should  be  undertaken.  The  state  should  implement  these 
new  pilot  programs  in  a  manner  that  allows  for  evaluation  of  quality  and  promotion  of  cost- 
effectiveness  so  that  a  sound  infrastructure  for  community  programs  and  supports  is  developed 
over  the  next  five  years.  In  addition,  programs  should  be  targeted  to  those  who  could  most 
benefit  from  such  resources.  For  example,  targeting  efforts  should  include  mechanisms  to  work 
more  closely  with  hospital  discharge  planners  and  other  acute  care  providers  to  divert  nursing 
facility  admissions  after  an  acute  care  episode. 

To  ensure  that  available  private  resources  are  leveraged  when  appropriate,  new  programs  and 
services  should  be  made  available  to  private  pay  clients.  In  addition,  incentives  should  be 
created  to  make  coverage  of  such  programs  and  services  available  through  private  insurance  and 
employer-sponsored  mechanisms. 

Coordination: 

Working  closely  with  the  Division  of  Medical  Assistance  (DMA),  the  Department  of  Housing 
and  Community  Development  (DHCD),  the  Department  of  Public  Health  (DPH)  and  other  state 
agencies,  the  Executive  Office  of  Elder  Affairs  will  coordinate  joint  efforts  in  program 
development,  administration  and  monitoring. 

Recommendation: 

>  Elder  Affairs  will  develop  and  expand  Interagency  Service  Agreements  to  assist  and 
enhance  interagency  communication  and  process  by  July  1,  2002. 

>  Elder  Affairs  will  develop  systems  to  enhance  access  to  services  for  all  elders,  and 
options  for  advocacy  to  promote  client  satisfaction  by  July  1,  2003. 
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Communication  System: 

The  Executive  Office  of  Elder  Affairs  and  the  Executive  Office  of  Health  and  Human  Services 
should  continue  their  plan  for  a  common  elder-based  information  system. 

Re  com  m  en  dation : 

>  The  agencies  share  information  regarding  necessary  components  of  a  comprehensive 
system  to  ensure  the  development  of  an  elder  centered  system  that  is  accessible  across  all 
domains. 

Broaden  the  Case  Management  System: 

The  Commonwealth  should  promote  the  expansion  and  broadening  of  case  management  services 
through  the  ASAP  system  and  privately  funded  mechanisms.  Case  management  systems 
enhance  the  ability  of  elders  to  negotiate  complex  systems  and  are  needed  by  people  at  all 
income  levels.  Case  management  provides  a  way  to  tie  together  acute  and  multiple  long-term 
care  services,  a  critical  element  of  effective  management  of  chronic  illness  and  prevention  of 
functional  decline.  In  addition,  case  management  can  facilitate  targeting  of  resources  and 
provision  of  services  appropriate  to  meet  individualized  needs.50 

Recommendation : 

>  Elder  Affairs  will  work  with  DMA,  DPH,  DHCD,  advocacy  agencies  and  associations, 
and  private  non-profit  agencies  such  as  ASAPs  to  streamline,  unify,  and  expand  the 
services  coordinated  by  existing  case  management  systems. 

>  Catalogue  existing  case  management  services  in  the  Commonwealth. 

Support  Integrated  Medicare/Medicaid  Models  of  Care: 

For  the  past  ten  years,  the  Commonwealth  through  the  Division  of  Medical  Assistance  has 
administered  a  Program  of  All-inclusive  Care  for  the  Elderly  that  integrates  Medicare  and 
Medicaid  services  and  funding  for  persons  dually  eligible  for  both  programs.  PACE  has 
demonstrated  reduced  rates  of  preventable  hospitalizations  and  high  rates  of  enrollee  satisfaction. 
Similar  in  concept  to  the  PACE  program,  the  MassHealth  Senior  Care  Options  (SCO)  program  is 
in  development  and  Senator  Moore  has  filed  state  enabling  legislation.  Through  MassHealth 
Senior  Care  Options,  the  Commonwealth  and  the  federal  Health  Care  Financing  Administration 
(HCFA)  will  work  in  partnership  to  offer  MassHealth  elders  the  option  of  enrolling  with  a 
comprehensive  network  of  health  and  social  service  providers  who  will  be  responsible  for 
delivering  all  medically  necessary  Medicare  and  MassHealth  services.  Enrollment  would  be 
voluntary.  PACE  enrollment  is  limited  to  frail  elders  residing  in  the  community. 

Recom  men  dation : 

>  Support  the  PACE  and  SCO  initiatives. 

Develop  New  Models  of  Nursing  Facility  Care: 

In  order  to  redefine  nursing  facilities  as  a  facility-based  community  service,  the  Commonwealth 
should  support  the  development  of  pilot  programs  that  promote  a  change  in  the  culture  of  nursing 
facilities.  Through  the  use  of  alternative  models  of  care,  the  inclusion  of  the  larger  community  in 
the  life  of  the  facility,  and  the  increased  use  of  volunteers,  nursing  facilities  can  begin  to  change 
the  perception  of  themselves  as  the  end  of  elders'  experience  of  long-term  care.  Instead,  the 


10  Hudson,  R.  "Social  protection  and  services."  Handbook  of  Aging  and  the  Social  Sciences,  Fourth  Edition.  Ed. 
Binstock,  R.H,  and  George,  L.  San  Diego:  Academic  Press,  1996.  446-466. 
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perception  can  be  changed  to  the  view  that  nursing  facilities  are  one  of  many  community 
alternatives,  and  one  that  elders  can  take  advantage  of  when  necessary,  and  leave  when 
appropriate. 

Recommendation: 

>  Offer  grants  to  nursing  facilities  to  develop  and  promote  new  models  of  care  and 
accommodation.  Fund  2-3  pilot  sites  by  July  1,  2003. 

Expand  Alternative  Forms  of  Community  Care: 

Expand  elder  housing  options:  The  Supportive  Housing  program  offers  a  safe,  independent, 
service-rich  environment  for  low-income  elders  who  happen  to  live  in  the  communities  in  which 
it  is  available,  but  it  is  available  in  only  27  communities. 

Keeping  elders  in  the  community  requires  that  they  have  safe,  affordable  places  to  live.  The 
Commonwealth  should  ensure  that  while  new  programs  are  being  developed,  existing  resources 
are  not  lost.  Attention  should  be  paid  to  the  quality  and  accessibility  of  existing  elder  housing 
and  to  upgrading  units  in  order  to  allow  frail  elders  to  "age  in  place." 

Recommendation: 

>  The  Commonwealth  should  expand  the  number  of  communities  in  which  the  supportive 

housing  program  or  similar  supportive  living  arrangements  are  available,  with  the  goal 
that  this  type  of  service  be  available  in  every  region. 

>  State  agencies  should  explore  ways  to  develop  similar  programs  in  private,  subsidized 

housing. 

>  Develop  a  plan  for  maintenance  of  existing  elderhousing. 

Establish  24/7  Care  Teams:  One  of  the  critical  factors  in  the  decision  to  seek  a  nursing  facility 
admission  is  the  belief  that  elders  can  no  longer  be  safe  in  their  own  homes.  If  the  rate  of 
admission  to  nursing  facilities  is  to  decrease,  adequate  supports  must  be  provided,  including  in- 
home  assistance  and  monitoring  that  is  available  at  all  hours  of  the  day,  week,  and  year.  Just  as 
public  safety  and  emergency  personnel  are  available  at  all  times,  so  must  support  personnel  be  to 
those  needing  care.  While  this  is  a  challenge  in  sprawling  suburban  neighborhoods  and  rural 
areas,  a  system  of  regional  after-hour  services  available  in  neighborhoods  or  specific  geographic 
areas,  called  24/7  Care  teams  and  modeled  on  the  Scandinavian  model,  could  successfully 
address  this  need. 

Recommendation : 

>  Develop  pilot  programs  based  on  this  model  by  July  1 ,2002. 

Expand  the  Availability  of  Respite  Services:  Respite  care  is  a  critical  piece  of  any  effort  to  keep 
elders  in  the  community,  as  it  provides  caregivers  with  crucial  support  and  relief.  Caregivers 
can,  with  adequate  supports,  maintain  an  elder  in  the  community  and  delay  costly 
institutionalization. 

One  possible  option  for  increasing  respite  services'  availability  is  expanding  the  provision  of 
adult  day  services  offered  through  the  state  Home  Care  Program.  Adult  day  services  should  be 
modified  in  order  to  serve  a  population  with  complex  needs  (including  those  with  cognitive 
impairment),  and  hours  should  be  extended  to  cover  evening  or  even  overnight  care.  This 
service  is  an  exciting  option  for  caregivers  who  need  some  relief,  or  family  members  who  need 
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to  cover  work  hours.  In  addition,  adult  day  care  provides  a  variety  of  services  in  one  location 
very  cost-effectively. 

Recommendation : 

>  Increase  targeted  funding  and  support  for  all  adult  day  programs  that  wish  to  expand  the 
scope  of  care  or  the  hours  of  service.  By  July  1,  2002,  at  least  5  programs  should  have 
expanded  the  amount  of  services  that  they  provide  to  the  community. 

Expand  Senior  Wellness  Initiatives: 

Numerous  Councils  on  Aging  currently  provide  wellness  initiatives  that  support  the  health  and 
well  being  of  elders,  including  screening,  fitness  activities,  support  groups,  and  care 
management.  COAs  are  developing  ways  to  further  organize  and/or  expand  their  services  as 
providers  of  consistent,  supervised,  community-based  care  to  help  prevent  or  mitigate  the  effects 
of  chronic  illness. 

Recommendation: 

>  Develop  pilot  Wellness  Centers  in  Councils  on  Aging/Senior  Centers  by  July  1,  2003  to 
improve  elders'  access  to  preventative  services. 

Develop  Opportunities  for  Consumer-Directed  Care: 

Given  the  impending  decrease  in  the  numbers  of  available  long-term  care  workers  and  the 
greater  emphasis  on  elder  empowerment,  new  models  of  care  that  allow  elders  greater  control 
over  their  long-term  care  through  self-direction  should  be  explored  and  developed.  Models  that 
are  currently  being  developed  range  from  "cash  and  counseling"  programs,  in  which  elders  are 
given  complete  autonomy  in  using  public  funds  to  purchase  and  direct  their  care,  to  "agency  with 
choice"  programs,  in  which  elders  have  limited  control  over  their  services  and  worker.51 
Through  the  Robert  Wood  Johnson  Foundation,  pilot  programs  have  been  established  in  three 
states,  and  Elder  Affairs  is  supporting  a  pilot  project  in  Western  Massachusetts.  These  programs 
are  still  in  the  initial  stages,  but  the  responses  to  date  have  been  very  positive.  Self-directed  care 
can  be  an  effective  way  of  expanding  the  number  of  people  who  are  willing  to  provide  care. 

Recommendation: 

>  Develop  5  pilot  consumer  direction  programs  to  serve  elders  living  in  the  community  by 
July  1 ,  2002,  possibly  using  existing  models  such  as  those  developed  by  Highland  Valley 
Elder  Services,  the  Department  of  Mental  Retardation,  or  the  national  Cash  and 
Counseling  Demonstration  program. 

Involve  the  Private  Sector  . 

The  Commonwealth  should  recognize  the  important  role  that  the  private  sector  will  play  in 
meeting  the  long-term  care  challenges  of  providing  coordinated,  accessible,  cost-effective,  and 
good-quality  long-term  care.  The  private  sector  members  that  could  be  involved  include 
businesses,  providers  supplying  care,  or  local  community  organizations  such  as  churches, 
schools,  or  municipalities.  Private  sector  parties  can  provide  important  feedback  in  order  to: 

■  Highlight  unique  private  sector  contributions; 

■  Support  the  continued  contribution  of  private  sector  parties; 

■  Identify  effective  strategies  for  public  and  private  parties  to  work  together;  and 


51  Highland  Valley  Elder  Services.  Consumer  Direction  in  Home  and  Community-Based  Services:  A  Pilot  Program. 
Northampton,  MA:  September  2000. 
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■     Help  the  Advisory  Commission  on  Elder  Long-Term  Care  (see  discussion  below) 
avoid  strategies  that  might  stifle  private  sector  collaboration  or  innovation. 

Recommendation: 

>  Encourage  businesses  to  assist  their  employees  in  accessing  and  purchasing  private 

insurance  to  support  private  financing  of  long-term  care  and  to  implement  "family 
friendly  policies." 

Explore  Insurance  and  Other  Options  for  Financing  Long-Term  Care 

Long-term  care  and  other  forms  of  insurance  and  other  financial  or  savings  vehicles,  while  not 
currently  a  large  source  of  funding  for  long-term  care,  could  be  expanded  to  reduce  public 
expenditures.  Efforts  could  be  made  to  encourage  the  purchase  of  long-term  care  insurance,  life 
insurance  with  accelerated  benefits  options,  annuities,  or  other  financial  mechanisms,  especially 
by  younger  individuals.  In  addition,  efforts  should  be  made  to  encourage  the  creation  of  new 
financing  instruments  to  help  the  broadest  spectrum  of  people  privately  pay  for  long-term  care. 

Recommendation: 

>  Develop  strategies  for  greater  affordability  of  private  options  to  fund  long-term  care, 

exploring  possibilities  such  as: 

■  Volume  insurance  or  savings  discounts,  in  which  the  Commonwealth  could 

designate  a  limited  number  of  vendors  who  would  sponsor  state  programs;  or 

■  Assisting  low-income  individuals  to  explore  the  financing  options  available 

>  Enhance  promotion  of  insurance  and  other  financial  options,  especially  by  younger 

individuals,  through  the  development,  distribution,  and  promotion  of  educational 
materials  on  long-term  care  insurance,  other  private  insurance  options  and  other 
financial  programs  including  any  that  currently  exist;  and 

>  Expand  public  education  efforts  around  long-term  care  and  other  private  insurance 

options,  and  expand  the  SHINE  program  to  provide  guidance  and  education  to  elders 
and  younger  potential  consumers  about  insurance  and  other  options. 

Promote  Quality  Assurance  and  Improvement 

The  Commonwealth  should  set  up  a  comprehensive  approach  to  quality  assurance  and  quality 
improvement  in  long-term  care.  This  system  of  quality  oversight  and  accountability  should 
examine  structural,  process  and  outcome  aspects  of  long-term  care.  Structural  aspects  can  be 
assured  during  state  certification  and  contracting  processes.  Systems  to  examine  processes  (i.e., 
effective  communication  among  long-term  care  providers  and  with  acute  care  providers  during 
key  care  transitions)  and  to  conduct  outcome  measurement  will  need  to  be  developed. 

Recommendation: 

>  Review  existing  quality  reporting  across  long-term  care  and  acute  settings 

>  Define  quality  measures  for  long-term  care  using  the  most  current  available  research. 

>  Maximize  the  utility  of  existing  quality  reporting  before  adding  new  reporting 

requirements. 


The  SHINE  (Serving  Health  Information  Needs  of  Elders)  program  currently  helps  elders  make  informed  decisions 
about  their  health  care  coverage  and  gain  access  to  the  medical  care  they  need.  It  operates  through  a  network  of 
elder  volunteer  health  benefit  counselors  who  have  been  trained  and  certified  by  the  Executive  Office  of  Elder 
Affairs. 
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>  Incorporate  quality  measures  into  Commonwealth  contracts  for  long-term  care  services 

by  2004.  We  recommend  that  these  measures  include: 

■  Systems  to  gather  consumer,  family  and  other  caregiver  feedback  and  use  this  feedback 

to  help  inform  quality  improvement  efforts; 

■  Specific  quality  efforts  focused  on  staff  training,  retention,  and  satisfaction; 

■  Oversight  activities  that  incorporate  incentives  for  long-term  care  providers  to  improve 

quality  over  time.  Such  incentives  could  include  public  recognition  if  financial 
incentives  are  not  feasible.  Quality  improvement  could  be  promoted  through  a 
system  of  baseline  measurement,  interventions  aimed  at  improving  quality,  re- 
measurement  and  refinement  of  activities.  Technical  assistance  could  be  made 
available  to  assist  providers  in  implementing  such  activities. 
^  Develop  and  implement  data  collection  mechanisms  to  assure  uniform  information  to 
measure  quality  of  care  and  the  health  and  functional  status  of  elders  across  long-term 
care  settings.  This  goal  should  be  balanced  with  a  goal  to  minimize  the  administrative 
burden  to  long-term  care  providers  by  building  upon  existing  measurement  structures 
where  feasible.  Measurement  activities  should  take  into  consideration  the  variation  in 
case  mix  and  acuity  of  elders  served  by  various  long-term  care  providers. 

Address  Labor  Shortages  in  Long-Term  Care 

Training  and  Certification: 

With  the  current  labor  shortage,  it  is  important  to  increase  the  flexibility  of  workers  within  the 
long-term  care  system.  Toward  this  end,  efforts  could  be  made  to  standardize  the  training, 
certification,  and  career  development  available  to  persons  working  in  long-term  care  settings. 

Recom  m  en  dation : 

>  The  Department  of  Public  Health,  the  Board  of  Registration  in  Nursing,  the  Executive 

Office  of  Elder  Affairs,  and  the  Commonwealth  Corporation  should  prepare  a  plan  for 
restructuring  the  process  through  which  individuals  can  become  certified  to  work  in 
long-term  care  settings.  They  should  do  so  in  collaboration  with  the  Division  of 
Medical  Assistance,  the  Division  of  Health  Care  Finance  and  Policy,  the  Direct  Care 
Workers'  Initiative  and  all  of  its  member  organizations,  the  Massachusetts  Nurse 
Association,  the  Red  Cross,  and  other  relevant  organizations. 

>  Issues  to  address  would  include: 

■  Development  of  a  synchronized  training  curriculum  and  certification  process  for  all 

long-term  care  workers,  allowing  workers  to  move  between  settings  or  work 
simultaneously  in  any  setting; 

■  Examine  the  current  training  curricula  for  their  suitability,  given  the  current  workforce 

and  the  current  population  accessing  long-term  care  services.  If  necessary,  develop 
new  content  areas  and  teaching  methods. 

■  Assessment  of  the  feasibility  of  upgrading  the  education  and  work  level  of  long-term 

care  workers  through  on-the-job  training,  in  order  to  ease  the  current  labor  shortage. 

■  Reexamination  of  the  current  rates  paid  to  workers. 

■  Assessment  of  the  feasibility  of  creating  tuition  waivers  at  public  educational 

institutions  for  workers  in  long-term  care  settings  and  their  immediate  family 
members. 
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■  Development  of  a  mentoring  program  for  long-term  care  workers  that  provides  them 

with  support  from  more  senior  workers  in  order  to  increase  a  sense  of  professional 
affiliation. 

■  Use  existing  state-funded  labor  and  workforce  development  programs  to  benefit  the 

long-term  care  industry  and  its  employees. 

■  Coordinating  efforts  with  existing  Administration  workforce  shortage  activities. 

Monitoring  Current  Workforce  Issues 

There  are  a  number  of  initiatives  that  have  been  launched  in  the  last  year  in  the  Commonwealth 
to  improve  retention  rates  and  encourage  new  entry  positions  in  long-term  care.  These  initiatives 
should  be  monitored  and  examined. 

Recommendation: 

The  Advisory  Commission  on  Long-term  Care  (discussed  below)  should  evaluate  the  impact  of 
the  following  programs: 

>  The  $35  million  pass-through  and  its  effect  on  worker  retention; 

>  DPH  scholarship  program; 

>  Commonwealth  Corporation's  grant  program  for  the  development  of  career  ladder 
programs;  and 

>  DPH  consumer  satisfaction  survey. 

Data  Collection 

To  enhance  the  Commonwealth's  understanding  of  current  and  evolving  workforce  conditions,  the 
collection  of  additional  data  on  direct  care  workers  will  assist  in  planning  and  recruitment  efforts. 
Periodic  surveys  will  provide  information  on  mobility  and  job  satisfaction  to  assist  policy  makers 
in  their  efforts  to  insure  an  appropriate  balance  of  workers  in  various  health  care  settings.  Once 
compiled,  this  data  can  be  made  available  to  the  Division  of  Employment  and  Training  -  under  the 
Department  of  Labor  and  Workforce  Development  (DLWD).  The  DLWD  is  committed  to 
measuring  jobseeker  and  employer  customer  satisfaction  as  noted  in  Massachusetts'  State  Unified 
Plan  Submitted  under  Section  501  of  the  Workforce  Investment  Act  of  1998. 

Recommendation: 

>  The  Center  for  Health  Professions  at  Worcester  State  College,  in  consultation  with 

appropriate  state  agencies,  should  provide  the  Commission  on  Long-term  Care  with 
projection  methodologies  to  continually  monitor  and  anticipate  the  workforce  needs  of 
the  long-term  care  system 

>  The  Department  of  Public  Health  should  expand  the  data  collected  by  its  CNA  Registry 

to  include  information  on: 

■  Sex  and  ethnicity; 

■  Number  of  positions  held  within  the  two  years  prior  to  re-registration; 

■  Whether  or  not  the  aide's  status  is  active  or  inactive; 

■  If  employed,  are  they  working  full  time  or  part-time; 

■  Consider  sending  questionnaires  to  those  who  do  not  re-register  to  determine  if  they 
have  changed  their  type  of  employment;  or 

■  Survey  CNAs  who  apply  for  recertification  as  well  as  those  who  do  not,  to  determine 
job  satisfaction  and  issues  of  concern  regarding  their  employment. 
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>  The  Division  of  Professional  Licensure  could  also  expand  the  data  collected  by  the  Board 
of  Nursing  to  include  similar  data  as  specified  above  from  licensed  practical  nurses 
(LPNs)  and  registered  nurses  (RNs)  upon  relicensure  and  recertification. 

>  Consider  requesting  the  same  information  from  other  direct  care  workers  such  as 
homemakers  and  home  health  aides. 

Create  a  Commission  on  Long-Term  Care 

As  pointed  out  in  this  report,  the  demand  for  long-term  care  will  become  even  greater  as  the 
population  ages.  Several  state  agencies  play  a  major  part  in  financing,  service  delivery  and 
policy  setting  for  long-term  care.  The  coordination  of  their  efforts  together  with  those  of  the 
private  sector  and  the  legislature  is  essential. 

As  stated  in  the  text  of  the  Executive  Order,  the  Administration  and  the  leadership  of  the 
Legislature  have  established  a  statewide  task  force  on  health  care,  including  long-term  care, 
which  is  scheduled  to  meet  until  the  end  of  2001 .  In  addition,  the  Legislature  convened  a  Vision 
2020  task  force  to  look  at  the  future  of  long-term  care  in  the  Commonwealth  over  the  next  20 
years.  The  creation  of  an  Advisory  Commission  on  Elder  Long-Term  Care  would  facilitate  the 
coordination  of  these  efforts.  The  activities  of  the  Commission  are  not  meant  to  supplant  the 
policy  planning  and  operational  responsibilities  of  Elder  Affairs,  DMA,  and  other  state  agencies. 

Recommendation: 

>  Create  a  standing  Advisory  Commission  on  Elder  Long-Term  Care  with  membership  of 
the  appropriate  state  agencies,  legislative  members,  elders,  and  private  sector  members. 
The  Commission  should  be  charged  with  making  policy  recommendations  for  the 
advancement  of  long-term  care. 

>  Issues  for  the  Commission  to  address  would  include: 

■  Conduct  a  comprehensive  study  of  the  interaction  of  the  income  and  functional 

eligibility  requirements  of  the  various  long-term  care  programs,  in  order  to 
identify  gaps  in  service  availability; 

■  Explore  and  expand  opportunities  for  the  private  sector  to  contribute  to  the  funding 

of  long-term  care; 

■  Study  strategies  for  promoting  long-term  care  and  other  private  insurance  options, 

including  affordability,  promotional  materials,  and  general  public  education;  and 

■  Develop  approaches  to  improving  worker  retention  rates  and  encouraging  new  entry 

positions  for  CNAs  and  other  long-term  care  workers; 

■  Study  emerging  technologies'  roles  in  allowing  elders  to  remain  in  the  community 

and  age  in  place.  Develop  relationships  with  local  academic  institutions  to 
explore  the  introduction  of  these  technologies  into  the  community, 

■  Examine  the  provision  of  long-term  care  services  to  veterans  and  include  a  study  of 

the  interaction  between  state  and  federally  funded  programs. 
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The    Commonwealth   of    Massachusetts 

Executive  Department 

STATE  HOUSE         "        BOSTON     02133 
(617)727-3600 


ARGEOPAULCELLUCCI 

GOVERNOR 

JANE  SWIFT 
LIEUTENANT  GOVERNOR 


BY  HIS  EXCELLENCY 

ARGEO  PAUL  CELLUCCI 
GOVERNOR 
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COMPREHENSIVE  ASSESSMENT 
OF  LONG-TERM  CARE 


•  WHEREAS,  long-term  care  is  a  key  component  in  the  continuum  of  health  care 
services  offered  by  providers  in  the  Commonwealth; 

WHEREAS,  the  Commonwealth  is  committed  to  fostering  the  growth  and 
development  of  a  continuum  of  care,  including  community-based  alternative  long-term 
care  models; 

WHEREAS,  the  Commonwealth  also  is  committed  to  ensuring  access  to 
institutional  long-term  care  for  residents  who  need  and  desire  such  care; 

WHEREAS,  the  Commonwealth  also  is  committed  to  improving  access  to 
community-based  care  options  for  elders  who  are  able  and  prefer  to  remain  in  the 
community; 

WHEREAS,  concerns  have  been  raised  about  the  high  cost  of  institutional  long- 
term  care  and  the  financial  stability  of  many  long-term  care  providers  in  the 
Commonwealth;  and 

WHEREAS,  the  Governor,  the  Lieutenant  Governor,  the  President  of  the  Senate, 
the  Speaker  of  the  House  of  Representatives  and  the  House  and  Senate  Minority  Leaders 
have  collectively  established  a  statewide  task  force  to  conduct  a  thorough  analysis  of  the 
Massachusetts  health  care  industry,  including  long-term  care,  over  the  next  two  years; 


NOW,  THEREFORE,  I,  Argeo  Paul  Ccllucci,  Governor  of  the  Commonwealth  of 
Massachusetts,  by  virtue  of  the  authority  vested  in  me  as  Supreme  Executive  Magistrate, 
do  hereby  order  as  follows: 

The  Secretaries  of  the  Executive  Office  of  Health  and  Human  Services  and  the 
Executive  Office  of  Elder  Affairs  (the  "Secretaries")  and  the  Director  of  the  Office  of 
Consumer  Affairs  and  Business  Regulation  (the  "Director")  are  hereby  directed  to 
conduct  a  comprehensive  assessment  of  long-term  care  in  the  Commonwealth.    This 
comprehensive  assessment  is  intended  to  enhance  the  work  of  the  statewide  health  care 
task  force  (the  'Task  Force")  in  studying  long-term  care. 

The  assessment  shall  include,  but  not  be  limited  to,  a  projection  of  the 
Commonwealth's  long  term  care  needs  over  the  next  five  years  and  an  examination  of 
access  to  long-term  care,  financing  for  long-term  care  services  and  the  quality  of  long- 
term  care  provided  in  a  variety  of  settings. 

The  Secretaries  and  the  Director  are  further  directed  to  develop  a  comprehensive 
plan  and  set  of  recommendations  for  developing  and  preserving  adequate  long-term  care 
capacity  in  the  Commonwealth  for  the  next  five  years.  The  plan  and  recommendations 
shall  include,  but  not  be  limited  to,  the  following  issues: 

>  Maximizing  the  cost-effective  use  of  existing  resources  and  enhancing 
community  options  to  support  the  ability  of  the  Commonwealth  to  serve 
residents  in  need  of  long-term  care  in  the  most  appropriate  setting; 

>  Researching  new  methods  of  assessing  quality  of  care  in  long-term  care 
settings  and  ways  to  introduce  incentives  for  long-term  care  providers  to 
demonstrate  quality  improvement; 

>  Estabhshing  priorities  for  expenditures  on  long-term  care,  given  the  goals  of 
responding  to  consumer  preferences,  coordinating  acute  and  long-term  care 
services  and  encouraging  efficiency;  and 

>  Analyzing  wage  inflation  in  other  industries  and  how  it  impacts  labor 
shortages  and  quality  of  care  in  the  long-term  care  industry,  and  developing 
recommendations  to  expand  career  development  opportunities  for  entry-level 
workers  to  ensure  an  adequate  supply  and  increased  retention  of  well-trained 
direct  care  workers. 

In  developing  said  comprehensive  plan,  the  Secretaries  and  the  Director  are 
further  directed  to  consult  with  members  of  the  Task  Force,  as  well  as  representatives  of 
long-term  care  providers,  elder  advocates,  consumers  of  long-term  care  services  and 
employee  benefits  representatives. 


The  Secretaries  and  the  Director  are  directed  to  present  their  comprehensive  plan 
to  the  Governor  and  Lieutenant  Governor  and  to  the  Chairs  of  the  Task  Force  no  later 
than  six  months  after  the  signing  of  this  Executive  Order. 

Given  at  the  Executive  Chamber  in 
Boston  tfns/jf&y  of  May  in  the 
year  two  thousand. 


^24l^^^fi^A^^ 


William  Francis  Galvin 
Secretary  of  the  Commonwealth 


Argeo  Paul  Cellucci 
Governor 


GOD  SAVE  THE  COMMONWEALTH  OF  MASSACHUSETTS 
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on  Policy  for  Long-Term  Care  of  the 
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World  Health  Organization  and  the 
Milbank  Memorial  Fund 
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A  Summary  of  Public  Comments 

Executive  Order  #421  Informational  Session 
November  9,  2000 

On  November  9,  2000  the  Executive  Office  of  Elder  Affairs,  the  Executive  Office  of  Health  and 
Human  Services  and  the  Office  of  Consumer  Affairs  presented  an  initial  response  to  Executive 
Order  #421 .  This  presentation  was  made  to  discuss  broad  themes  and  concepts  in  the  response 
and  elicit  feedback  from  a  broad  range  of  long-term  care  professionals  before  finalizing  the 
response.  Participants'  comments  are  summarized  below. 

Organizations  that  attended  included:  AARP,  Alzheimer's  Association,  Boston  Commission  on 
the  Affairs  of  the  Elderly,  Boston  Senior  Home  Care,  Center  for  Health  Professions,  Department 
of  Veterans'  Services,  Elder  Service  Plan/Harbor  Health,  Highland  Valley  Elder  Services,  Home 
Health  Visiting  Nurse  Association/Home  Care,  Inc,  the  House  Ways  and  Means  Committee, 
Intercity  Homemaker  Services,  Inc.,  the  Joint  Health  Care  Committee,  Lynn  PACE  Program, 
Massachusetts  Adult  Day  Services  Association,  Massachusetts  Assisted  Living  Facilities 
Association,  Massachusetts  Association  of  Older  Americans,  Massachusetts  Association  of 
Councils  on 'Aging,  Massachusetts  Extended  Care  Federation,  Massachusetts  Home  and  Health 
Care  Association,  Massachusetts  Home  Care,  Massachusetts  Law  Reform  Institute, 
Massachusetts  Medical  Society,  Medicare  Advocacy  Project/Greater  Boston  Legal  Services,  and 
West  Suburban  Elder  Services. 

Financing  Issues: 

>  Massachusetts  is  no  longer  a  leader  in  the  provision  of  community-based  services,  and 

"  efforts  should  be  made  to  make  it  a  leader  again.  This  would  include  providing 
specifics  about  the  increases  in  community  spending,  which  should  not  be  merely 
incremental  changes,  but  substantive  ones.  The  Commonwealth  should  have  the  goal 
of  balancing  spending  between  community  and  institutional  long-term  care,  with  50% 
of  spending  going  to  each  type  of  care. 

>  In  emphasizing  community  care  in  the  case  management  process,  priority  should  be  given 

to  placing  elders  in  the  most  cost  effective  and  least  restrictive  service  settings. 

>  New  money  will  be  needed  to  implement  change  in  the  long-term  care  system,  not  just  the 

redistribution  of  current  funds. 

>  Rather  than  offering  grants  to  nursing  facilities  in  order  to  develop  new  models  of  care, 

open  the  eligibility  for'the  grants  to  include  all  providers  of  long-term  care  services  (as 
is  being  done  with  the  $8  million  grant  program  in  the  recent  state  budget). 

>  Private  long-term  care  insurance  should  be  coordinated  with  the  public  insurance  programs 

such  as  Medicaid.  Private  long-term  care  insurance  should  be  regulated  through  a 
statute,  not  just  through  regulations,  as  it  is  currently. 

>  The  report  should  not  make  any  assumptions  about  future  economic  conditions,  as  they 

may  change  significantly  over  the  next  five  years.  A  weaker  economy  would  have 
both  positive  and  negative  effects  in  planning  to  meet  long-term  care  needs. 

>  The  2176  waiver  should  be  examined;  Massachusetts  has  a  much  smaller  number  of  elders 

enrolled  in  the  waiver  program  than  many  other  states.  Areas  to  explore  include: 
■     Expansion  of  eligibility  requirements; 
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■  Make  more  money  available  for  community  services;  and 

■  Target  more  services  toward  the  disabled. 

Service  Provision  Issues: 

>  The  principles  included  in  the  presentation  are  widely  agreed  upon.  The  focus  of  our 

efforts  should  be  on  diverting  individuals  from  placement  in  nursing  facilities,  not 
removing  residents  and  returning  them  to  the  community.  New  funding  will  be 
required  to  build  up  the  community-based  care  system. 

>  Incorporate  principles  from  the  Olmstead  decision  into  the  goals,  particularly  the  concept 

of  avoiding  unnecessary  isolation  and  providing  services  in  the  most  integrated  setting. 

>  Focus  on  the  coordination  of  acute  care  with  long-term  care,  but  do  not  try  to  integrate  the 

two,  as  acute  care  systems  would  tend  to  dominate  the  provision  of  care. 

>  There  should  be  recognition  in  the  report  of  the  fact  that  the  home  health  sector  has  served 

as  a  link  between  the  acute  and  long-term  care  arenas. 

>  The  report  should  address  mental  health  issues  in  the  elderly  population,  as  well  as 

conditions  such  as  vision  and  hearing  loss;  long-term  care  could  have  a  wider  focus. 

>  The  primary  care  physician  plays  an  important  role  in  the  provision  of  long-term  care,  and 

should  be  acknowledged  and  included  in  any  plan  for  the  future  of  the  system. 

>  The  report  should  include  discussion  of  efforts  to  promote  consumer-directed  care. 

>  Emphasis  should  be  placed  on  the  role  of  family  caregivers  in  the  provision  of  services  to 

elders.  When  discussing  the  future  of  the  workforce,  must  consider  the  changing  role 
of  family  members  in  long-term  care. 

>  The  Commonwealth  should  take  advantage  of  the  many  academic  institutions  in 

Massachusetts,  and  use  new  technologies  and  methods  of  care  that  they  are  developing 
in  areas  such  as  robotics  and  nutrition. 

>  Expand  the  services  available  for  individuals  with  Alzheimer's  disease  or  related  disorders. 

Target  Population  Issues: 

>  Expand  the  definition  of  the  private  sector  to  include  churches,  schools,  municipalities,  and 

other  community  organizations. 

>  Provide  more  supports  for  informal  caregivers. 

>  As  changes  are  made  to  the  long-term  care  system,  input  should  be  sought  from  those 

individuals  who  are  unable  to  participate  in  the  system  because  of  income  eligibility, 
cultural  or  linguistic  barriers,  or  other  reasons. 

>  The  report  should  reference  the  growing  cultural/linguistic  diversity  of  elders,  their 

families,  and  the  workers  within  the  long-term  care  system. 

>  Consideration  should  be  given  to  the  population  of  younger  disabled  people,  and  how  any 

system  change  will  affect  them.  An  effort  should  be  made  to  avoid  creating  two 
parallel  systems. 

* 

Workforce  Issues: 


>  The  workforce  initiatives  should  not  be  targeted  just  to  the  Certified  Nurse  Aides,  but  to 

direct  care  workers  in  all  long-term  care  settings. 

>  Creating  more  requirements  for  CNAs  may  discourage  a  workforce  that  is  currently 

unstable.  There  are  already  many  bureaucratic  processes  in  place  for  both  CNAs  and 
home  care  workers,  and  the  Commonwealth  should  be  careful  that  it  is  not  creating 
barriers,  particularly  for  the  culturally  diverse  workforce  of  CNAs. 
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>  Strategies  for  addressing  workforce  shortages  in  long-term  care  need  to  focus  on  more  than 

just  wages  and  benefits.  Issues  of  advancement,  professionalism,  and  involvement  in 
care  planning  will  be  important  to  in  retaining  and  attracting  long-term  care  workers. 

>  There  should  be  development  of  a  clinical  ladder  so  that  long-term  care  workers  with 

training  and  experience  can  progress  to  positions  of  greater  responsibility  within  the 
long-term  care  system.  CNAs,  for  instance,  would  have  opportunities  to  become  LPNs 
and  then  RNs. 

>  The  Center  for  Health  Care  Professions  is  already  collecting  much  of  the  data  specified  in 

the  report,  and  best  use  should  be  made  of  their  ongoing  efforts. 

>  In  addressing  the  workforce  shortages,  the  report  should  reference  the  Governor's  recent 

report  on  workforce  issues.  Part  of  the  discussion  should  be  focused  on  the  Workforce 
Investment  Act  and  on  older  workers  and  their  role  in  the  future  long-term  care  system. 

>  Regardless  of  the  strength  of  the  economy,  workforce  issues  are  important  and  unlikely  to 

disappear. 

Quality  Issues: ' 

>  Home  health  already  has  many  quality  measures  in  place,  as  does  acute  care.  The 

Commonwealth  should  focus  on  existing  measures,  rather  than  adding  new  quality 
measures. 

Regulatory/Statutory  Issues: 

>  Coordination  of  the  long-term  care  system  has  to  start  at  the  regulatory  level,  with  an 

analysis  of  the  way  in  which  state  agencies'  reimbursement  of  services  may  create 
disincentives  to  provide  the  most  appropriate  care.  This  coordination  should  begin 
immediately. 

>  When  considering  the  provision  of  services  to  veterans,  all  federal  and  state  statutory  laws 

should  be  reviewed  and  coordinated,  just  like  with  the  state  regulations. 

>  Create  a  single  state  agency  for  long-term  care,  which  would  preferably  be  within  the 

Executive  Office  of  Elder  Affairs.  This  agency  could  coordinate  services  at  a  state  and 
local  level. 

>  The  Health  Care  Task  Force  should  be  included  in  the  release  of  this  report,  as  it  currently 

has  a  focus  on  acute  care. 
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Major  State  and  Federal  Agencies  Involved  in  the  Provision  of 

Long-Term  Care 

Executive  Office  of  Elder  Affairs: 

The  Executive  Office  of  Elder  Affairs  was  established  in  1972  as  the  nation's  first  cabinet-level 
agency  to  address  the  needs  of  elders.  The  mission  of  Elder  Affairs  is  to  promote  the  dignity  and 
independence  of  Massachusetts'  elders  and  their  families  through  advocacy  and  the  development 
and  management  of  programs  and  services.  Through  contracts  with  27  private  non-profit  Aging 
Services  Access  Points  (ASAPs),  Elder  Affairs  provides  a  variety  of  home-  and  community- 
based  services  to  elders,  and  respite  care  for  caregivers.  This  case  management-based  system 
allows  for  each  eligible  elder  to  participate  in  a  comprehensive  assessment  and  care  planning 
process  that  results  in  the  development  and  implementation  of  a  service  package  to  address  the 
specific  needs  of  the  individual.  These  service  plans  may  include:  information  and  referral, 
homemaker,  home  health  services,  personal  care,  social  day  care,  adult  day  health,  dementia  day 
care,  supportive  home  care  aide,  laundry  services,  home  delivered  meals,  grocery  shopping, 
personal  emergency  response,  transportation,  adaptive  housing  services,  companion  and  chore 
services. 

Eligible  individuals  include:  people  60  years  of  age  or  older,  or  younger  individuals  with  a 
diagnosis  of  Alzheimer's  disease  or  a  related  disorder,  who  have  critical  unmet  needs  in 
activities  or  daily  living  or  instrumental  activities  of  daily  living,  and  who  meet  certain  income 
eligibility  standards.  Services  may  be  provided  to  any  population  that  meets  the  eligibility 
criteria,  including  veterans.  The  Aging  Services  Access  Points  served  almost  40,000  elders  in 
fiscal  year  2000. 

•  85%  were  Home  Care  clients,  who  stayed  in  the  program  for  an  average  of  3.2  years; 

•  34%  of  Home  Care,  Respite  Care  and  Chronic  Care  clients  were  in  the  MassHealth 

program; 

•  The  average  age  of  a  client  was  80.9  years;  34%  were  over  the  age  of  85. 

In  addition  to  home-  and  community-based  services,  Elder  Affairs  is  the  agency  responsible  for 
many  other  facets  of  the  long-term  care  system.  These  include:  regulation  and  certification  of 
assisted  living  facilities;  ombudsman  programs  for  elders  receiving  services  in  nursing  facilities, 
assisted  living  facilities,  and  the  community;  and  protective  services.  Federally  funded  programs 
that  Elder  Affairs  administers  include  the  nutrition  program,  Area  Agencies  on  Aging,  Councils 
on  Aging,  transportation  services,  and  health  insurance  information  services. 

MassHealth: 

The  Division  of  Medical  Assistance  (DMA)  is  the  "single  state  agency"  that  administers  the 
Massachusetts  Medicaid  program,  referred  to  as  MassHealth.  The  Medicaid  program, 
established  by  Title  XIX  of  the  Social  Security  Act,  is  a  medical  assistance  program  that  pays  for 
Medicaid  covered  services  rendered  by  providers  to  Medicaid  members.  The  federal 
government  and  the  state  jointly  fund  the  Medicaid  program.  MassHealth  covers  low-income 
elders,  as  well  as  low-income  families  and  the  chronically  disabled.  Roughly  15%  of  the 
Commonwealth's  residents  are  MassHealth  members,  including  approximately  1 10,000  elders. 
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DMA  does  not  directly  provide  any  services  to  MassHealth  members,  but  rather  receives, 
processes  and  pays  claims  for  payment  for  medically  necessary  services  provided  to  members. 
Some  of  the  long-term  care  services  DMA  pays  for,  when  medically  necessary,  include  nursing 
facility  care,  home  health  care,  adult  day  health,  group  adult  foster  care,  adult  family  care, 
personal  care  attendant  services,  day  habilitation,  and  hospice.  DMA  also  provides  oversight  for 
a  1915(c)  Home  and  Community  Based  Services  Waiver  administered  according  to  federal  rules 
by  the  ASAPs  through  an  agreement  with  Elder  Affairs  and  contracts  with  six  Programs  of  All- 
inclusive  Care  for  the  Elderly  (PACE). 

Department  of  Public  Health: 

The  Department  of  Public  Health's  Division  of  Health  Care  Quality  is  the  agency  responsible  for 
licensing  and  certifying  health  facilities  in  Massachusetts.  Department  staff  conduct  regular  on- 
site  investigations  in  nursing  homes,  and  periodic  on-site  investigations  every  three  years  of 
certified  home  health  agencies  and  every  six  years  of  hospice  agencies.  These  visits  are 
conducted  for  Medicare  certification  on  behalf  of  the  federal  government.  In  addition,  the 
Department  responds  to  complaints  received  from  a  variety  of  sources  about  Massachusetts 
facilities,  and  to  self-reported  incidents  occurring  in  nursing  facilities. 

In  conjunction  with  its  regulatory  oversight  role,  the  Department  of  Public  Health  has  developed 
a  "Quality  Rating  Tool"  for  nursing  homes  and  a  numerical  rating  that  incorporates  three  years 
of  survey  findings  and  complaint  investigations,  which  provides  a  "report  card"  for  the  general 
public  to  use.  In  addition,  those  facilities  found  not  in  compliance  with  the  conditions  of 
participation  for  Medicare/Medicaid  certification  can  be  fined  civil  monetary  penalties,  in  cases 
of  severe  situations.  These  funds  are  placed  in  an  escrow  account,  and  a  committee  comprised  of 
DPH,  DMA,  Elder  Affairs,  and  a  number  of  provider  organizations  determines  how  the  funds 
can  be  used  to  improve  the  quality  of  care  for  nursing  facility  residents. 


The  Department  periodically  issues  guidelines  to  assist  facilities  in  the  conduct  of  their  work. 
These  guidelines  are  developed  in  response  to  problems  or  trends  identified  through  the  survey 
process,  called  Standards  of  Practice,  and  are  adopted  by  the  Department  as  guides  for  the 
conduct  of  care.  Examples  of  "Best  Practices"  guidelines  include  "Assessment  of  the 
Medication  Knowledge  of  Individuals  Administering  Medications  in  Long-Term  Care  Facilities" 
and  "Methods  to  Facilitate  the  Appropriate  Administration  of  Morphine  Sulfate." 

Division  of  Insurance: 

Under  the  auspices  of  the  Office  of  Consumer  Affairs  and  Business  Regulation,  the  Division  of 
Insurance  regulates  long-term  care  insurance,  life  insurance  and  annuity  products  that  may  be 
used  to  pay  for  long-term  care  in  income  tax-advantaged  ways.  Current  regulatory  activities  are 
designed  to  encourage  clear  disclosure  of  consumer  options.  The  goal  is  to  discourage 
inappropriate  purchases  of  long-term  care  insurance.  An  important  component  is  a  consumer 
guide,  Your  Options  for  Financing  Long-Term  Care:  A  Massachusetts  Guide,  written  in 
cooperation  with  several  other  agencies  including  the  Executive  Office  of  Elder  Affairs,  the 
Division  of  Medical  Assistance,  the  Attorney  General's  Office,  and  the  Executive  Office  of 
Consumer  Affairs.  In  addition,  the  rates  of  individual  long-term  care  products  are  reviewed  for 
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compliance  with  rating  laws.  These  laws  focus  on  balancing  the  preservation  of  the  insurers' 
solvency  with  avoidance  of  excess  rates. 

Consumer  Affairs: 

The  Office  of  Consumer  Affairs  and  Business  Regulation  is  the  state  watchdog  charged  with 
consumer  education  and  protection.  The  Office  staffs  a  Consumer  Information  Call  Center, 
publishes  educational  brochures  and  alerts,  investigates  consumer  problems,  monitors  the  market 
place,  and  runs  the  state's  Lemon  Law  and  Home  Improvement  Contractor  Program. 

Department  of  Labor  and  Workforce  Development: 

The  Department  of  Labor  and  Workforce  Development  (DLWD)  was  designated  as  the  agency 
responsible  for  the  Massachusetts  implementation  of  the  Workforce  Investment  Act  (WIA)  of 
1998,  signed  by  President  Clinton  on  August  7,  1998.  WIA  replaces  the  Job  Training 
Partnership  Act  (JTPA)  of  1982.  The  intent  of  this  legislation  was  to  create  a  comprehensive 
workforce  investment  system  bringing  together  1 9  different  federal  funding  streams.  The  goal  of 
the  revised  system  was  to  be  customer  focused  to  assist  American  job  seekers  and  employers  to 
evaluate  the  tools  that  they  need  to  obtain  quality  information  on  workforce  development 
services. 

Department  of  Housing  and  Community  Development: 

The  Department  of  Housing  and  Community  Development  (DHCD)  is  the  state  agency 
concerned  with  local  issues  and  community  development.  In  this  role  DHCD  makes  state  and 
federal  funds  and  technical  assistance  available  to  strengthen  communities  and  help  them  plan 
new  developments,  encourage  economic  development,  revitalize  older  areas,  improve  local 
government  management,  build  and  manage  public  housing,  stimulate  affordable  housing 
through  the  private  sector  and  respond  to  the  needs  of  low-income  people.  DHCD's  Division  of 
Public  Housing  and  Rental  Assistance  has  the  responsibility  for  administrative  oversight  of  all 
state-aided  public  and  private  housing  programs  that  address  the  housing  needs  of  low-  and 
moderate-income  families,  the  elderly  and  persons  with  disabilities.  The  Division  is  comprised 
of  five  operating  units.  The  Bureau  of  Federal  Rental  Assistance  oversees  rental  subsidies, 
upgrading  of  substandard  rental  housing  and  a  wide  spectrum  of  support  services  tied  to  rental 
subsidies.  The  Bureau  of  Massachusetts  Rental  Assistance  provides  rental  subsidies  in  a  flexible 
way  that  is  more  responsive  to  client  choices.  The  Bureau  of  Housing  Management  oversees  the 
operation  and  management  of  254  local  housing  authorities  and  their  49,368  public  housing 
units.  The  Bureau  of  Housing  Finance  oversees  the  financial  records  and  capital  expenditures  of 
local  housing  authorities.  The  Bureau  of  Housing  Development  and  Construction  is  responsible 
for  the  design,  development  and  construction  of  new  public  housing  units  and  the  modernization 
of  existing  ones. 
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State  Veterans'  Services: 

The  Department  of  Veterans'  Services  oversees  a  state  assistance  program,  which  provides 
financial,  medical,  and  service  benefits  to  veterans  and  their  dependents  based  on  need.  Local 
veterans'  agents  in  cities  and  towns  administer  its  main  financial  and  medical  assistance 
programs.  The  department  also  offers  assistance  and  referral  in  the  areas  of  federal 
compensation  and  pensions,  state  and  federal  educational  benefits,  tax  exemptions,  annuities, 
home  loans,  counseling,  and  job  training. 

If  a  veteran  qualifies,  an  agent  will  provide  him  (or  her)  with  necessary  financial  assistance  for 
food,  shelter,  clothing,  housing  supplies,  and  medical  care  in  accordance  with  a  formula  that 
takes  into  account  the  number  of  dependents  and  income  from  all  sources.  All  expenses  are  paid 
by  the  veteran's  hometown,  and  periodically,  upon  validation  of  the  expenses,  the 
Commonwealth  reimburses  75%  of  those  approved  costs.  The  Commonwealth  also  assists  in 
paying  for  burial  expenses  for  indigent  veterans.  Furthermore,  as  part  of  the  continuum  of  care, 
the  Department  provides  funding  for  nine  non-profit  veterans'  outreach  centers  and  three 
homeless  veterans'  shelters  located  throughout  the  Commonwealth. 

Department  of  Transitional  Assistance: 

The  Commonwealth,  through  its  Department  of  Transitional  Assistance,  supports  the  care  of 
approximately  3500  elderly  and  disabled  persons  living  in  residential  care  facilities  (rest  homes). 
Due  to  a  variety  of  issues,  including  the  age  and  condition  of  many  of  the  facilities,  the  number 
of  rest  homes  is  diminishing. 
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Current  Initiatives  in  Long-Term  Care 
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Current  Initiatives  in  Long-Term  Care 

Direct  Service  Initiatives 

Supportive  Housing: 

In  1998  Elder  Affairs  and  the  Department  of  Housing  and  Community  Development  initiated  the 
Supportive  Housing  pilot  program.  This  program  is  designed  to  provide  services  to  low-income 
elders  in  public  housing  in  the  same  manner  as  the  more  expensive  assisted  living  model. 
Participants  in  the  programs  have  access  to  care,  housekeeping  and  meals  24-hours  a  day,  seven 
days  a  week.  The  program  started  in  three  sites  and  is  currently  approved  in  27  sites.  Anecdotal 
evidence  suggests  that  housing  sites  with  this  program  are  popular  with  community  elders 
because  elders  and  their  families  appreciate  the  access  to  necessary  services. 

Chronic  Care  Enhanced  Services  Program 

The  Chronic  Care  Enhanced  Services  Program  provides  an  enhanced  service  package  to  elders 
residing  in  the  community  with  chronic  conditions  who  meet  all  the  eligibility  requirements  for 
Home  Care  services,  are  at  risk  for  nursing  facility  admission  and: 

>  Have  lost  Medicare  reimbursed  Home  Health  services  due  to  changes  in  the  Medicare 
reimbursement  system;  or 

>  Are  unable  to  access  Medicare  reimbursed  Home  Health  services  due  to  changes  in  the 
Medicare  reimbursement  system. 

Chronic  Care  Initiative/Care  Extender  Program 

The  Chronic  Care  Initiative  is  designed  to  introduce  new  strategies  to  maintain  optimal 
functional  status  and  increase  access  to  preventative  care  for  elders  with  chronic  conditions. 
Objectives  of  the  Chronic  Care  Initiative  are  to: 

>  Serve  clients  with  chronic  conditions  that  precipitate  costly  health  care  expenditures  and 
that  may,  with  appropriate  interventions,  be  better  managed  in  a  community  care  setting; 

>  Promote  collaboration  between  ASAPs  and  the  health  care  delivery  system,  including 
physicians,  hospital  systems,  and  certified  home  health  agencies; 

>  Prepare  ASAPs  to  work  effectively  with  Senior  Care  Organizations  (SCOs)  in  achieving 
positive  outcomes  for  dually  eligible  elders;  and 

>  Help  elders  and  their  families  play  more  effective  roles  in  managing  chronic  conditions  at 
home. 

Alzheimer's  Interventions 

Recognizing  the  unique  demands  of  individuals  with  Alzheimer's  disease  or  a  related  disorder 
(ADRD)  upon  the  long-term  care  system,  the  Commonwealth  has  developed  a  number  of 
programs  to  address  this  issue. 

>  In  1998  the  Governor's  Advisory  Council  on  Alzheimer's  Disease  and  Related  Disorders 
was  convened.  The  Council  is  charged  with  promoting  both  public  and  professional 
education  relative  to  ADRD  and  with  improving  the  coordination  and  funding  of 
dementia  services.  The  Council  was  reauthorized  in  2000  and  wijl  continue  to  make 
recommendations  to  state  agencies,  the  Governor,  and  the  Legislature  on  ways  to 
improve  the  care  of  people  with  ADRD. 
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>  The  Respite  Care  Program,  a  component  of  the  Home  Care  Program,  is  available  for  all 
individuals  with  a  diagnosis  of  ADRD  who  are  being  cared  for  at  home  by  a  caregiver, 
regardless  of  age.  Unlike  other  home  care  programs,  the  Respite  Care  Program  has  a 
sliding  scale  fee  that  allows  individuals  of  all  incomes  to  participate.  In  fiscal  year  2000, 
Elder  Affairs  spent  over  $4  million  on  this  program,  and  served  almost  1,900  people. 

>  In  fiscal  year  2000  and  2001  state  budgets,  the  Legislature  earmarked  $1  million  in  the 
DMA  budget  for  an  increase  in  the  rate  for  dementia  day  care,  recognizing  the  increased 
costs  of  this  important  community  service. 

Aging  Services  Access  Point  (ASAP)  -  Physician  Program 

The  Division  of  Medical  Assistance  and  the  Executive  Office  of  Elder  Affairs  are  developing  the 
ASAP  Physician  Program.  The  ASAP  Physician  program  is  designed  to  improve  the 
coordination  of  primary,  acute,  and  community  long-term  care  and  non-medical  services  for 
elders  in  the  community.  Improved  coordination  is  expected  to  avoid  or  prevent  nursing  facility 
or  hospital  admissions  when  appropriate.  It  is  proposed  that  the  ASAP  Physician  Program  will 
include  regular  communication  between  ASAPs  and  physician  practices  and  regular  home  visits 
to  elders  by  the  ASAP. 

The  design  of  the  ASAP  Physician  Program  will  assist  physicians  in  caring  for  their  elder 
patients  by: 

>  Identifying  appropriate  community-based  long-term  care  as  alternatives  to  nursing 
facility  admission  or  to  assist  in  discharge  from  a  nursing  facility; 

>  Coordinating  client  education; 

>  Assisting  with  key  transitions  for  clients  such  as  hospital  discharges;  and 

>  Alerting  physicians  to  significant  changes  in  clients'  social  support,  environmental, 
and/or  housing  circumstance. 

Pharmacy  Programs 

The  high  cost  of  prescription  drugs  is  a  major  concern  to  Massachusetts  elders.  On  April  1, 
2001,  the  Commonwealth's  Executive  Office  of  Elder  Affairs  implemented  an  innovative 
insurance  plan  called  Prescription  Advantage.  Prescription  Advantage  was  designed  to  help 
elders  and  certain  younger  people  with  disabilities  obtain  the  prescription  medicine  they  need. 
Prescription  Advantage  replaces  the  PHARMACY  Program  Plus,  which  ceased  operations  on 
March  31,  2001,  the  current  PHARMACY  Program,  which  ends  on  September  30,  2001. 

Currently,  Prescription  Advantage  has  over  46,000  enrollees.  The  plan  is  available  to  all 
Massachusetts  residents  age  65  and  older,  to  low  income  people  with  disabilities  under  age  65, 
and  to  those  who  were  members  of  the  PHARMACY  Program  and  PHARMACY  Program  Plus 
as  of  March  31,  2001.  Bnrollee  payments  for  premiums,  deductibles  and  co-payments  are 
calculated  based  on  household  income  and  according  to  a  sliding  scale  fee  schedule,  and  a 
catastrophic  stop-loss  provision  prevents  any  enrollee  from  spending  more  than  10%  of  his  or  her 
household  income  on  deductibles  and  co-payments  each  year.  Most  prescription  drugs  are 
covered,  and  there  is  no  dollar  limit  to  the  benefit  enrollees  receive  under  Prescription 
Advantage.  The  FY2001  budget  appropriation  for  the  plan  was  $32.2  million. 
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Councils  on  Aging/Senior  Center  Programs 

Councils  on  Aging/Senior  Center  Programs,  which  are  established  in  348  of  the  Commonwealth 
communities,  provide  social  and  health  services,  advocacy,  and  information  and  referral  services 
for  elders  at  a  local  level.  Councils  on  Aging  are  municipal  agencies  that  receive  information, 
technical  assistance,  and  some  funding  under  formula  and  service  incentive  grants  from  the 
Executive  Office  of  Elder  Affairs. 

Group  Adult  Foster  Care 

In  its  attempts  to  stimulate  community  alternatives  to  institutional  care,  Massachusetts  has 
recognized  the  essential  need  for  linking  health  care  services  to  housing  resources.  Neither  within 
the  regular  Title  XIX  rules  nor  the  1915(c)  waiver  construct,  is  there  any  allowance  for  Medicaid  to 
pay  for  room  and  board  in  community  settings.  However,  a  variety  of  non-institutional  residential 
care  models  are  operating  in  Massachusetts.  In  such  models,  housing  and  personal  care  services  are 
linked. 

Group  Adult  Foster  Care  (GAFC),  the  program  in  which  MassHealth  funds  some  services  delivered 
to  eligible  residents  of  some  assisted  living  facilities,  was  created  in  1991  to  provide  a  means  for 
frail  elders  to  remain  in  the  community  by  providing  daily  personal  care  and  nursing  and  social 
work  oversight  in  a  group  housing  environment.  GAFC  covers  assistance  with  activities  of  daily 
living  (e.g.,  bathing,  dressing,  grooming,  toileting,  etc.)  for  elders.  In  a  similar  program,  elders  are 
able  to  live  with  a  host  family  and  receive  personal  care  assistance  and  supervision  in  order  to  delay 
or  avoid  the  need  for  nursing  facility  placement. 

Coordination  Initiatives 

Coordination  of  Care  Interagency  Service  Agreement 

Since  1988,  DMA  and  Elder  Affairs  have  established  an  Interagency  Service  Agreement  (ISA), 
known  as  the  Coordination  of  Care  Agreement,  to  better  coordinate  long-term  care  services 
provided  to  MassHealth  members.  Under  this  agreement  with  DMA,  Aging  Services  Access  Points 
(ASAPs),  designated  by  Elder  Affairs,  determine  clinical  eligibility  for  MassHealth  applicants  or 
members  seeking  MassHealth  covered  long-term  care  services  including  nursing  facility  care,  home 
health  care,  adult  day  health,  adult  family  care,  Program  of  Ail-Inclusive  Care  for  the  Elderly 
(PACE),  and  services  covered  through  the  1915(c)  Home  and  Community-based  Services  (HCBS) 
waiver. 

Home  and  Community-Based  Waiver  Programs 

For  the  past  15  years,  DMA  has  administered  two  Home  and  Community-based  Services  (HCBS) 
Waiver  programs.  One  waiver  is  targeted  to  frail  elders  and  the  other  to  mentally  retarded 
individuals.  They  allow  for  payment  of  additional  home  and  community-based  services  not 
otherwise  paid  for  by  MassHealth.  Under  the  waiver  for  frail  elders,  services  such  as  homemaker 
services,  respite  care,  dementia  and  social  day  care  services,  environmental  accessibility 
adaptations,  chore  services,  adult  companion  services,  adult  residential  care  and  home  delivered 
meals  are  available  to  very  frail  elders  who  meet  nursing  facility  level  of  care  criteria  but  are  able, 
with  the  provision  of  these  additional  waiver  services,  and  want  to  remain  in  their  own  homes.  Such 
services  are  termed  "waiver  services"  to  distinguish  them  from  state  plan  MassHealth  services. 
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DMA  utilizes  ASAP  nursing  staff  to  screen  applicants  for  clinical  eligibility  and  to  coordinate  and 
facilitate  access  to  waiver  services  for  frail  elders. 

Massachusetts  HCBS  waiver  program  for  frail  elders  is  considered  successful  in  many  respects. 
Each  year  more  than  5,000  elders  choose  HCBS  waiver  participation. 

Enhanced  Community  Options  Program 

The  Enhanced  Community  Options  Program  (ECOP),  administered  by  Elder  Affairs,  provides 
personal  care  and  support  to  a  limited  number  of  high-risk  elders  who  live  in  housing  complexes  or 
reside  in  their  own  homes.  The  program  was  originally  designed  for  elders  with  incomes  above  the 
MassHealth  standard  but  has  now  been  expanded  to  include  members  on  the  HCBS  Waiver  as  well 
as  other  HCBS-eligible  elders.  This  program,  in  addition  to  the  home  care  services,  offers  24-hour 
emergency  response  and  extended  morning  and  evening  services. 

Department  of  Veterans'  Services  (DVS)  ISA: 

Elder  Affairs  has  established  an  ISA  with  the  DVS  to  assure  that  all  ASAP  clients  are  screened 
to  determine  eligibility  for  veterans'  benefits  and,  if  appropriate,  are  referred  to  a  DVS  pension 
coordinator  to  assist  the  elder  with  the  application  process.  In  addition,  the  DVS  provides 
assistance  to  elders  in  completing  the  required  annual  reverification  process. 

Program  of  All-inclusive  Care  for  the  Elderly  (PACE) 

In  1990,  Massachusetts  contracted  with  one  of  the  first  federal  demonstration  sites  for  the  Program 
of  All-inclusive  Care  for  the  Elderly  (PACE).  Based  on  the  On-Lok  program  in  San  Francisco, 
PACE  is  available  to  elders  who  are  eligible  for  both  Medicare  and  Medicaid,  and  is 
administered  through  a  partnership  between  the  federal  Health  Care  Financing  Administration 
and  DMA.  PACE  programs  focus  on  frail  elders  at  risk  for  institutionalization  (persons  who 
meet  level  of  care  criteria  for  nursing  facility  services).  By  offering  a  coordinated  and 
comprehensive  range  of  medical  care  and  community  supports,  PACE  providers  work  to  help 
members  stay  in  the  community  as  long  as  it  is  a  safe  and  appropriate  choice. 

PACE  providers  coordinate  and  manage  care  for  their  members  through  multi-disciplinary  teams 
and  provide  most  services  either  directly  or  through  contracts,  without  need  for  outside 
authorization.  Access  to  care  is  available  24-hours  a  day  and  most  care  is  delivered  in  an  adult  day 
program  setting  to  maximize  economies  of  scale.  PACE  providers  receive  capitated  payments  for 
members  from  Medicare  and  Medicaid.  Medicaid  has  paid  a  capitation  rate  that  is  one  third  less 
than  the  average  nursing  facility  rate. 

The  PACE  program  has  shown  significant  benefits  for  its  members.  PACE  programs  have 
improved  coordination,  offered  a  greater  range  of  services  and  supports,  and  reduced  both 
hospitalizations  and  nursing  home  admissions.  A  study  performed  by  the  Division  of  Health 
Care  Finance  and  Policy  found  that  the  rate  of  preventable  hospitalizations  (i.e.,  hospitalizations 
that  could  have  been  prevented  with  chronic  disease  management)  for  PACE  enrollees  was  50% 
lower  than  the  rate  for  comparable  population  of  enrollees  in  the  Commonwealth's  fee-for- 
service  191 5(c)  home  and  community  based  waiver  program.  In  addition,  the  satisfaction  of 
PACE  enrollees  has  been  confirmed  by  extremely  low  disenrollment  rates.  Nationally,  the  rate  of 


Page  78 


disenrollment  due  to  dissatisfaction  with  the  program  is  less  than  1%.  The  Division  of  Medical 
Assistance  is  currently  taking  steps  to  make  PACE  a  state  plan  service. 

Senior  Care  Options  (SCO) 

Similar  in  concept  to  the  PACE  program,  the  MassHealth  Senior  Care  Options  (SCO)  program  is 
in  development  in  Massachusetts.  Through  MassHealth  Senior  Care  Options,  the 
Commonwealth  and  the  federal  Health  Care  Financing  Administration  (HCFA)  will  work  in 
partnership  to  offer  MassHealth  elders  the  option  of  enrolling  with  a  comprehensive  network  of 
health  and  social  service  providers  who  will  be  responsible  for  delivering  all  medically  necessary 
Medicare  and  MassHealth  services.  Enrollment  would  be  voluntary.  Like  PACE,  the  SCO 
program  would  also  offer  enrollees  comprehensive  and  coordinated  care,  however,  unlike  PACE, 
SCO  would  be  available  to  all  MassHealth  elders,  rather  than  being  limited  to  elders  who  meet 
the  clinical  eligibility  rules  for  nursing  facility  care.  It  is  proposed  that  SCO  providers  receive 
capitated  payments  from  Medicare  and  Medicaid  with  capitation  amounts  varying  according  to  a 
member's  health  status.  A  legislative  task  force,  chaired  by  Senator  Richard  Moore,  Chairman 
of  the  Joint  Committee  on  Health  Care,  has  been  meeting  this  fall  pursuant  to  Section  404  of  the 
FY01  budget.  Senator  Moore  has  filed  state  enabling  legislation  for  consideration  during  the 
next  legislative  session. 

Short-Term  versus  Long-Term  Nursing  Facility  Stays 

While  expanding  the  availability  of  community  options,  DMA  and  Elder  Affairs  have  also  made 
efforts  to  screen  requests  for  nursing  facility  payment  in  a  way  that  would  promote  the  concept  that 
nursing  facility  admission  need  not  be  for  a  long-term  stay.  In  November  1 997,  DMA  issued  new 
regulations  requiring  nursing  facility  admission  approvals  for  over  90  days  to  be  based  on  stringent 
requirements.  Approvals  for  more  than  90  days  are  only  granted  based  on  the  presence  of  one  or 
more  of  the  following  conditions: 

•  Mid-  to  late-stage  Alzheimer's  disease/dementia 

•  End-stage  terminal  illness 

•  Comatose/unresponsive 

•  Complex  multi-system  failure  resulting  in  permanent  dependence  in  all  Activities  of  Daily 
Living  (ADLs) 

Under  these  new  regulations,  the  vast  majority  of  nursing  facility  admission  approvals  is  granted  on 
a  short-term  basis  only.  When  the  stay  is  approved  for  short-term,  it  must  be  reviewed  by  the  ASAP 
for  the  stay  to  continue.  ASAPs  work  with  nursing  facilities  to  plan  for  either  an  appropriate 
extended  nursing  facility  stay  or  discharge  to  the  community. 

Another  concern  identified  by  DMA  with  regard  to  nursing  facility  admissions  and  discharges,  is 
the  possible  loss  of  housing  when  a  member  is  admitted  to  a  nursing  facility.  To  address  this 
concern,  the  MassHealth  housing  allowance  permits  MassHealth  members  to  retain  their  income  up 
to  the  federal  poverty  level  to  pay  for  rent  and  other  housing  expenses  while  they  are  in  a  nursing 
facility  for  a  short-term  stay.  DMA  is  reviewing  procedures  to  increase  the  number  of  members 
who  take  advantage  of  the  housing  allowance  provisions. 
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Elder  Affairs/DMR  Interagency  Service  Agreement  (ISA) 

The  Executive  Office  of  Elder  Affairs  (Elder  Affairs)  and  the  Department  of  Mental  Retardation 
(DMR)  are  both  committed  to  servicing  individuals  in  the  community  by  offering  a  range  of 
services  geared  to  the  individual  needs  of  the  client  and  their  family  unit.  Together,  these  two 
state  agencies  are  committed  to  exploring  new  ways  to  serve  two  shared  population:  those  with 
mental  retardation  and  developmental  disability  who  are  aging;  and  those  individuals  with 
mental  retardation  and  developmental  disability  who  are  cared  for  by  older  adults.  These  two 
populations  are  growing  in  number  and  neither  agency  alone  can  meet  their  needs.  In  the  spring 
of  2000,  the  two  agencies  collaborated  in  providing  training  to  both  DMR  and  ASAP  staff 
regarding  their  respective  programs.  These  trainings  not  only  conveyed  important  information, 
but  allowed  workers  to  develop  relationships,  which  increases  the  chances  of  communication  and 
collaboration. 

Criminal  History  System  Board  (CHSB)  ISA: 

Elder  Affairs  has  established  an  ISA  with  the  CHSB  to  facilitate  criminal  offender  record 
information  (CORI)  checks  for  agencies  providing  services  to  elders  under  programs 
administered  by  Elder  Affairs.  This  Agreement  establishes  an  Elder  Affairs'  funded  position  at 
CHSB  to  reduce  the  turn-around  time  to  complete  CORI  checks.  The  organizations  covered 
under  this  ISA  include  ASAPs,  Area  Agencies  on  Aging  (AAAs)  and  entities  under  a  contract 
with  an  ASAP/ AAA  to  provide  services  to  elders.  These  agencies  are  required  to  conduct  CORI 
checks  for  new  employees  prior  to  the  employee  providing  services  to  elders. 

Transportation: 

There  are  a  number  of  systems  currently  in  place  to  ensure  that  elders  have  transportation  needed 
to  access  long-term  care  services.  These  include  Regional  Transit  Authorities'  (RTAs)  fixed 
route  transit  bus  systems,  RTA  curb-to-curb  services  (called  "On-Demand  Transportation 
Services"),  Council  on  Aging  vans,  and  van  or  ambulance  services  paid  by  DMA  when  used  by 
MassHealth  members. 

There  are  some  towns  that  are  not  covered  by  any  of  these  RTAs.  The  Commonwealth  has 
begun  to  address  this  inconsistency  through  the  creation  of  a  Human  Services  Transportation 
Office  that  opened  on  July  2000  and  will  be  fully  operational  in  July  2001 .  This  statewide 
transportation  initiative  brings  together  the  Executive  Office  of  Elder  Affairs,  the  Executive 
Office  of  Administration  and  Finance,  the  Executive  Office  of  Health  and  Human  Services,  and 
the  Executive  Office  of  Transportation  and  Construction.  In  the  next  year,  the  Human  Services 
Transportation  Office  will  issue  an  RFR  application  for  the  nine  recently  designated 
transportation  areas  that  cover  the  entire  state,  creating  a  Regional  Mobility  Manager  in  each 
one. 

Quality  Initiatives 

Civil  Monetary  Penalties  (CMP)  RFR 

The  Department  of  Public  Health  has  convened  a  committee  to  discuss  the  use  of  CMPs 
collected  as  fines  from  Massachusetts  nursing  homes.  The  committee  was  charged  with 
developing  a  plan  to  use  these  monies  to  the  advantage  of  nursing  home  residents.  As  an 
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example,  "Resident  Empowerment  Program"  has  been  developed  to  encourage  program 
development  for  quality  of  life  issues.  An  RFR  has  been  developed,  and  mailings  are  in  process. 

DPH  Report  Cards 

The  Department  of  Public  Health's  Division  of  Health  Care  Quality  has  developed  a  resource 
called  Nursing  Home  Report  Cards,  to  help  consumers  make  educated  and  informed  decisions 
about  the  availability  of  nursing  home  residency.  The  new  Nursing  Home  Report  Cards  use  44 
federal  minimal  standards  to  help  measure  the  care  provided  at  nearly  600  certified  nursing  care 
facilities  across  Massachusetts.  The  rating  system  is  accessible  and  user-friendly.  They  are 
developed  through  the  use  of  a  "Quality  Rating  Tool"  for  nursing  homes,  which  is  a  numerical 
rating  that  incorporates  three  years  of  survey  findings  and  complaint  investigations. 

Guidelines  for  Nursing  Facilities 

The  Division  of  Health  Care  Quality  has  developed  guidelines  to  assist  facilities  in  the  conduct 
of  their  work  are  periodically  issued.  These  guidelines,  or  Standards  of  Practice,  are  developed 
in  response  to  problems  or  trends  identified  through  the  survey  process  that  the  Department 
adopts  as  guides  for  the  conduct  of  care. 

Preventable  Hospitalizations  of  Nursing  Facility  Residents 

Since  March  1997,  DMA  has  worked  closely  with  the  Division  of  Health  Care  Finance  and  Policy 
(DHCFP),  the  state  Department  of  Public  Health  (DPH)  and  the  local  Federal  office  of  the  Health 
Care  Financing  Administration  (HCFA),  as  well  as  physicians,  nurse  practitioners,  and  clinical 
representatives  from  the  Massachusetts  Extended  Care  Federation  (MECF)  and  nursing  facilities  to 
develop  strategies  to  reduce  the  incidence  of  preventable  hospitalizations  of  nursing  facility 
residents.  The  term  "preventable  hospitalization"  is  not  meant  to  suggest  that  the  hospital 
admissions  were  unnecessary.  When  the  condition  of  an  individual  becomes  critical,  admission  to  a 
hospital  may  be  essential.  However,  "best  practices,"  including  early  identification  of  symptoms 
and  appropriate  intervention  in  the  nursing  facility  for  certain  diagnoses,  can  often  prevent  an 
individual's  declining  to  the  point  where  a  hospital  admission  is  required. 

While  DHCFP  calculates  that  approximately  60,000  preventable  hospitalizations  occur  annually  in 
the  population  aged  65  and  above  in  Massachusetts,  in  1999,  the  number  of  preventable 
hospitalizations  for  this  group  was  70,212.  Hospital  admissions  can  be  traumatic  for  this 
population.  Research  literature  shows  that  the  disruption  of  transferring  nursing  facility  residents  to 
a  hospital,  and  the  associated  factors  of  multiple  medications,  nosocomial  infections,  and  physical 
and  emotional  trauma,  result  in  serious  complications  in  up  to  60%  of  cases. 

Following  both  a  literature  search  and  the  advice  of  expert  clinicians,  DMA  has  chosen  to  focus 
on  improving  the  following  diagnostic  categories  of  preventable  hospitalizations:  Congestive 
Heart  Failure  (CHF),  Kidney/Urinary  Tract  Infection  (UTI),  Dehydration,  Pneumonia, 
Depression  and  Chronic  Obstructive  Pulmonary  Disease  (COPD).  Annually,  DMA  has 
produced  a  report  of  each  nursing  facility's  rate  of  hospitalization  for  these  conditions  and 
included  the  average  for  all  nursing  facilities  combined  as  a  comparison  point.  Additionally, 
DMA  has  worked  with  the  MECF  to  hold  educational  seminars  for  nursing  facility 
administrators  and  staff  on  topics  related  to  management  of  congestive  heart  failure  in  nursing 
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facility  residents  and  conducting  an  effective  physical  assessment  of  the  elderly  and  management 
of  congestive  heart  failure  in  nursing  facility  residents. 

Quality  Improvement  Procedures  for  ASAPs 

In  an  effort  to  develop  new  mechanisms  to  ensure  quality  programs  and  services,  and  to  enhance 
existing  ones,  Elder  Affairs  contracted  for  the  development  of  system  of  procedures  that  would 
allow  ASAPs  to  analyze  performance  across  several  domains.  This  system  allows  for  the 
development  of  goals,  objectives  and  measures  that  look  at  outcome,  structure  and  process.  This 
process  provides  information  to  ASAPs  regarding  their  compliance,  perceived  quality,  and  the 
effectiveness  of  their  programs  and  services.  In  addition,  it  notes  when  they  have  exceeded 
expectations.  The  Coordination  of  Care  Agreement  between  DMA  and  Elder  Affairs  has 
specific  annual  quality  improvement  goals  for  ASAPs. 

Massachusetts  Certified  Nurse  Aide  Registry 

The  Massachusetts  Registry  collects  data  on  the  individual's  status  as  a  Certified  Nurse  Aide  in 
Long-term  Care  Facilities,  Home  Health  Agencies,  Hospices  and  Home  Care  Agencies. 

For  an  aide  working  in  a  nursing  facility,  data  are  collected  on  the  date  training  was  completed, 
the  date  of  successful  completion  of  the  competency  evaluation,  and  the  last  known  employer. 
The  database  contains  the  individual's  name,  social  security  number,  date  of  birth  and  last  known 
address.  No  information  is  collected  on  the  person's  sex  or  ethnicity. 

Nurse  Aides  are  required  to  report  any  change  to  Registry  information  within  30  days  of  the 
change.  The  Registry  receives  information  about  changes  in  employer  once  every  two  years 
(with  re-registration)  for  any  given  individual.  The  Department  notes  that  records  are  kept  of  the 
most  recent  employer;  thus,  they  would  not  be  able  to  track  those  individuals  who  change  jobs 
more  than  once  within  a  two-year  timeframe.  As  of  July  1,  2001,  there  are  45,514  aides  active 
on  the  Registry.  In  total,  there  are  100,970  individuals  listed,  but  many  have  moved  to  other 
states  or  moved  on  to  other  professions. 

Whenever  an  allegation  of  abuse,  neglect,  mistreatment  or  misappropriation  of  property  is  filed 
against  an  aide,  the  long-term  care  facility,  home  health  agency,  hospice  and  home  care  agency 
must  report  the  incident  to  the  Department,  and  conduct  its  own  investigation  into  the  matter. 
For  nurse  aides  in  long-term  care  facilities,  the  Nurse  Aide  Registry  is  annotated  with  a 
"pending"  finding  until  the  Department's  investigation,  and  any  subsequent  legal  proceedings, 
are  complete.  If  the  aide  admits  to  the  abuse,  mistreatment,  neglect  or  misappropriation,  or  if  the 
Department  finds  the  allegation  valid  and  the  finding  is  upheld  at  a  hearing,  a  notation  of  the 
valid  finding  is  entered  in  the  NAR  against  the  individual  aide.  Those  aides  working  for  home 
health  agencies,  hospices,  and  home  care  agencies  will  have  their  names  entered  on  the  NAR 
with  a  notation  of  a  valid  finding  of  abuse  mistreatment  neglect  or  misappropriation.  Sanctions 
may  be  imposed  on  the  individual,  and  the  individual  may  not  be  employed  in  these  facilities 
until  the  terms  of  the  sanctions  have  been  fulfilled,  or  a  probationary  sanction  is  in  place. 

Long-term  care  facilities,  home  health  agencies,  hospices  and  home  care  agencies  are  required  to 
check  the  NAR  whenever  they  hire  any  individual.  The  Department  maintains  an  automated 
voice  response  system  through  which  potential  employers  may  inquire  about  the  status  of  an 
applicant. 
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Ombudsman  Programs 

Long-term  Care  Ombudsman  Program:  The  Ombudsman  Program  was  developed  to  assist 
residents  of  nursing  facilities  and  rest  homes.  Services  include:  complaint  investigation  and 
resolution;  information  and  referral;  and  advocacy  for  change  in  the  long-term  care  system.  The 
program  provides  training  and  assignment  of  volunteer  ombudsmen  to  facilities  to  enable  the 
access  of  services  to  all  nursing  and  rest  home  residents.  The  program  is  operated  through  24 
local  designated  agencies  to  facilitate  access  to  all  nursing  and  rest  home  residents.  In  addition 
to  addressing  issues  that  arise  within  the  facility,  the  Long-Term  Care  Ombudsman  will  also 
provide  information  on  selecting  a  nursing  facility.  The  program  works  closely  with  the 
Department  of  Public  Health's  Division  of  Health  Care  Quality  in  resolving  issues  and  concerns. 

Assisted  Living  Ombudsman  Program:  The  purpose  of  the  Assisted  Living  Ombudsman 
Program  is  to  maintain  or  improve  the  quality  of  life  for  assisted  living  residents  in  the  areas  of 
health,  safety,  welfare  or  resident  rights.  The  Assisted  Living  Ombudsman  acts  as  a  mediator 
and  attempts  to  resolve  problems  or  conflicts  that  arise  between  an  assisted  living  facility  and 
one  or  more  of  its  residents.  The  Ombudsman  serves  as  an  advocate  for  resident  rights, 
promoting  the  dignity,  autonomy  and  respect  of  residents.  Assisted  Living  residents  and  their 
families  may  call  the  Assisted  Living  Ombudsman  Program  for  information  and  assistance,  to 
register  a  complaint  or  to  have  a  complaint  investigated.  Complaints  may  be  brought  on  behalf 
of  a  specific  resident  or  on  behalf  of  residents  as  a  whole. 

Community  Care  Ombudsman  Program:  The  purpose  of  the  Community  Care  Ombudsman 
Program  is  to  assist  elders  who  seek  help  for  problems  or  concerns  with  health  or  social  services 
received  at  home  or  in  the  community  including  home  health  care,  homemaker  services  and  adult 
day  care.  The  Community  Care  Ombudsman  responds  to  inquiries  from  elders  and  their 
families,  educates  consumers  about  their  rights  and  responsibilities,  counsels  consumers  about 
concerns  with  their  services,  refers  consumers  to  appropriate  sources  for  help,  and  investigates 
and  resolves  complaints  through  mediation. 

Workforce  Initiatives 

Extended  Care  Career  Ladder  Initiative 

The  Commonwealth  Corporation  administers  the  Extended  Care  Career  Ladder  Initiative 
(ECCLI),  a  $5  million  program  initiated  in  the  FY2001  state  budget,  in  coordination  with  the 
Commonwealth's  Nursing  Home  Quality  Initiative.  The  Nursing  Home  Quality  Initiative,  which 
is  directed  by  the  Massachusetts  Executive  Office  of  Health  and  Human  Services,  is  a 
multifaceted  strategy  to  improve  the  quality  of  patient  care  in  Massachusetts'  extended  care 
facilities  and  to  create  an  environment  that  sustains  quality  care  over  the  long-term.  ECCLI  is  a 
core  component  of  this  over-arching  strategy,  as  it  aims  to  both  improve  the  skills  of  the  workers 
who  provide  care  services  in  these  facilities  and  the  ability  of  the  facilities  to  retain  those 
workers. 
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Since  high  levels  of  staff  turnover  have  had  a  tremendous  impact  on  the  extended  care  industry's 
ability  to  provide  consistent,  high  quality  patient  care,  ECCLI  aims  to  establish  a  culture  of 
learning  and  staff  retention  in  the  industry.  The  approach  is  two-fold: 

•  To  establish  accessible  career  ladders  as  well  as  systems  of  training  and  support  for 

incumbent  Certified  Nurse  Assistants  and  other  entry-level  nursing  home  workers,  and 

•  To  develop  and  demonstrate  models  for  long-term,  sustainable,  systemic  change  in  both  the 

industry  and  in  the  state's  workforce  development  system  in  support  of  the  industry. 

Since  the  first  "RFP"  was  issued  in  September  2000,  31  project  sites,  which  include  57  skilled 
nursing  facilities  have  been  funded  through  ECCLI.  The  three  competitive  rounds  of  funding 
will  total  $3.75  million. 

Rounds  One  and  Three  funded  projects  have  as  their  primary  goal  the  establishment  of 
institutional  career  ladder  programs  for  entry-level  workers  at  the  funded  facilities.  Each  site 
was  eligible  to  apply  for  up  to  $100,000  to  accomplish  its  goal.  Round  Two,  for  which 
applicants  may  receive  up  to  $500,000,  is  much  broader  in  scope.  Round  Two  sites  are 
comprised  of  regional  partners  from  the  long-term  care  industry,  and  a  combination  of 
representatives  from  the  workforce  development  system,  vocational  and  higher  education,  and 
support  services  providers.  Round  Two  consortia  have  as  their  goal  the  research  and 
demonstration  of  projects  and  ideas  that  will  lead  to  long-term  systemic  change  in  long-term  care 
and  the  broad  workforce  development  system.  The  final  outcome  goal  of  any  project,  Rounds 
One,  Two,  or  Three,  is  improved  quality  of  patient  care. 

Additionally,  approximately  $600,000  is  used  to  support  these  selected  sites  through  site-specific 
technical  assistance,  the  development  of  curriculum  and  instructional  manuals,  and  through  the 
testing  of  learning  methodologies  such  as  web-based  ABE  and  ESOL  training.  These  funds  will 
also  be  used  to  disseminate  best  practice  information  to  the  larger  community  of  long-term  care 
providers  and  workforce  development  organizations  across  the  Commonwealth.  A  multi-faceted 
evaluation  of  ECCLI  has  also  been  undertaken  with  the  help  of  researchers  from  Harvard's 
Kennedy  School  of  Government  and  UMass,  Boston's  Center  for  Community  Economic 
Development. 

In  the  second  round  of  ECCLI,  proposals  were  solicited  for  the  creation  of  demonstration 
projects  that  explore  workforce  development  as  a  strategy  for  the  improvement  of  care  in 
extended  care  facilities.  While  the  first  tier  of  projects  looks  narrowly  at  one  key  occupational 
track  within  nursing  homes-the  CNA  career  ladder,  these  second  tier  projects  will  explore 
multiple  occupations,  the  education  and  training  systems  designed  to  prepare  individuals  for 
those  occupations,  the  cultural  and  administrative  factors  involved  in  supporting  a  career 
advancement  system,  and  the  industry's  ability  to  retain  workers  and  sustain  the  highest  possible 
levels  of  customer  care.  These  projects  will  be  operated  by  consortia  of  partners  representing  the 
range  of  stakeholders  at  the  local  level,  which,  together,  can  make  systemic  changes  for  long- 
term  success. 

A  successful  example  of  this  approach  is  evidenced  by  the  Benjamin  Healthcare  Center,  located 
in  Roxbury.  This  nursing  home  had  been  interested  in  developing  a  three-tier  certified  nurse  aide 
training  program  for  its  staff.  Initially,  the  home  had  been  working  with  the  Boston  Private 
Industry  Council  (PIC)  and  their  Welfare  to  Work  (WtW)  program  to  interest  individuals  in 
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participating  in  a  pre-certified  nurse  aide  program.  The  WtW  program  offered  initial  job 
placement  and  post  placement  support  services  such  as  counseling,  transportation,  child  care, 
academic  remediation  and  skills  training.  About  the  same  time,  the  Boston  PIC  chose  to  apply 
for  federal  discretionary  funds  for  a  Health  Career  Ladders  Program.  The  U.S.  Department  of 
Labor  awarded  the  Boston  PIC  about  $1  million  to  implement  the  initiative.  Benjamin 
Healthcare  partnered  with  the  Boston  PIC  under  this  grant  to  offer  the  three  tier  certified  nurse 
aide  career  track  program. 

Successful  implementation  of  this  program  involved  collaboration  between  the  nursing  home, 
community  colleges,  and  the  Commonwealth  Corporation,  which  was  brought  into  the  process  to 
act  as  the  state's  conduit  to  the  other  fifteen  regions  and  their  Career  center  systems  outside  of 
Boston.  What  was  learned  from  the  Boston  pilot  could  hopefully  be  phased  out  and  replicated  in 
other  locations. 

Community  colleges  were  an  integral  part  of  the  program  as  they  conducted  vocational  and 
educational  assessments  of  the  students  and  provided  counseling  when  necessary.  Students  were 
directed  towards  courses  that  would  provide  them  with  the  necessary  skills  to  be  successful.  The 
nursing  home  supported  the  students  by  providing  tuition  reimbursement. 

The  program  has  been  existence  a  little  over  two  years.  Some  of  the  CNAs  have  advanced  to  the 
second  tier  and  others  to  the  third  tier  of  training.  A  number  of  the  CNAs  have  entered  LPN 
programs  in  neighboring  community  colleges.  One  of  the  LPN  candidates,  originally  started  in 
the  Welfare  to  Work  Program,  and  completed  all  three  of  the  CNA  tiers,  prior  to  entering  the 
LPN  program. 

Other  Tier  Training  Efforts 

Across  the  state,  in  small  pockets,  other  efforts  are  underway  to  enhance  the  education  of  current 
and  prospective  CNAs.  Beverly  Hospital  and  a  group  of  surrounding  nursing  homes  are  taking 
entry-level  dietary  workers  and  preparing  them  for  entry  into  a  career  track  as  a  nurse  aide.  The 
DET  is  providing  some  funding  from  the  work  place  training  fund  to  assist  in  this  effort. 
Additional  funding  could  be  provided  by  the  U.S.  Department  of  Education. 

Certified  Nurse  Aide  Scholarship  Program 

To  support  the  training  of  certified  nurse  aides,  the  State  of  Massachusetts  has  appropriated  $1M 
to  cover  full  tuition  costs  for  prospective  certified  nurse  aides.  The  Department  of  Public  Health 
is  charged  with  the  administration  of  this  program.  The  Department  will  be  working  in 
consultation  with  the  nursing  home  industry,  consumer  groups,  and  the  Department  of  Labor  and 
Workforce  Development  and  others  to  conduct  outreach  efforts  to  ensure  that  prospective 
candidates  will  be  informed  of  this  opportunity. 

Information  and  Referral  Initiatives 

AGE  INFO 

There  are  a  variety  of  programs  and  services  available  to  elders  in  the  Commonwealth. 
Negotiating  the  maze  of  agencies  and  services  had  been  confusing  and  cumbersome  in  the  past. 
Recently  Elder  Affairs  in  conjunction  with  Mass  Home  Care  instituted  a  new  telephone  number 
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1-800-AGE-INFO.  This  number  now  offers  a  single  entry  point  into  the  elder  care  system, 
triages  calls  and  connects  individuals  with  appropriate  local  resources  to  answer  questions  and 
address  needs. 


SHINE 

An  important  aspect  of  serving  elders  is  addressing  their  health  information  questions.  The 
SHINE  (Serving  the  Health  Information  Needs  of  Elders)  program  assists  elders  and  their 
families  understand  the  changes  in  Medicare,  Medigap,  prescription  drug  coverage,  and 
Medicare  HMOs  and  Physician  groups.  Elder  Affairs  oversees  a  network  of  over  400  trained, 
certified  volunteers  who  provide  free  health  insurance  counseling  in  community  settings.  Last 
year  over  66,000  Massachusetts  residents  had  their  health  insurance  questions  answered  by 
SHINE  counselors. 
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Background  Paper  on  Long-Term  Care  in  Massachusetts 


EXECUTIVE  SUMMARY 

During  the  next  20  to  40  years,  the  baby  boom  generation  in  Massachusetts  will  join  the  65+ 
age  group,  swelling  that  population  and  creating  substantial  demands  on  the  long-term  care  system 
in  the  Commonwealth.  The  Vision  2020  Task  Force  was  convened  in  the  fall  of  1999  by 
Representative  Harriette  Chandler  to  examine  what  steps  Massachusetts  should  take  to  prepare  the 
Commonwealth  for  the  increased  demand  for  long-term  care  services.  The  Task  Force  requested 
this  briefing  paper  on  the  impact  of  demographic  and  financial  trends  on  the  long-term  care 
delivery  system  in  order  to  understand  the  issues  that  the  state,  providers,  consumers,  and  citizens 
must  consider  to  plan  for  the  future. 

Growth  of  the  elderly  population.  Over  the  next  25  years,  the  population  aged  65+  in 
Massachusetts  is  expected  to  increase  48.5%,  from  843,000  people  to  1,252,000  people.  This 
increase  will  be  caused  by  the  aging  of  the  baby  boom  generation  and  by  an  increase  in  life 
expectancy.  By  2050,  men  aged  65  are  expected  to  have  a  life  expectancy  of  an  additional  25 
years  and  women,  an  additional  30  years.  The  population  increase  for  those  over  the  age  of  65, 
and  especially  for  those  over  the  age  of  8  5 ,  is  expected  to  greatly  increase  the  need  for  long-term 
care  services. 


Number  of  Massachusetts  Elders  Aged  65+ 
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Increase  in  expenditures  for  services.  Total  expenditures  for  long-term  care  services  in 
Massachusetts  are  projected  to  rise  between  4 1  %  and  45%  in  the  next  20  years  before  inflation  is 
factored  in.  MassHealth  (the  name  of  the  Medicaid  program  in  Massachusetts)  expenditures  are 
projected  to  increase  between  48%  and  72%. 


Projected  Growth  in  MassHealth  Long-Term  Care 
Expenditures  (2000-2020) 
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Types  of  services.  Today,  the  greatest  proportion  of  money  spent  on  long-term  care  in 
Massachusetts  goes  towards  institutional  care.  Most  of  this  money  comes  from  MassHealth.  Only 
5%  of  long-term  care  MassHealth  dollars  for  people  over  65  in  Massachusetts  is  spent  on  home 
and  community  services.  Massachusetts  has  been  increasing  its  MassHealth  spending  on 
community-based  care  faster  (57%  from  FY92  to  FY98)  than  on  institutional  care  (8%  during  the 
same  time  period);  however,  the  base  of  community  care  spending  is  so  small  that  the  increase  has 
not  substantially  changed  the  proportion  of  community  care  expenditures  to  institutional 
expenditures. 

New  forms  of  service  delivery  are  being  explored,  including  assisted  living,  continuing  care 
communities,  and  models  of  comprehensive  service  delivery  and  financing  that  integrate  medical 
and  long-term  care  services.  Developments  in  the  type  o  f  service  and  the  forms  of  payment  will 
influence  both  the  cost  and  manner  in  which  disabled  elders  are  cared  for  in  the  future. 


Elders  express  a  preference  for  remaining  in  the  community  rather  than  being  institutionalized. 
They  also  tend  to  prefer  to  live  alone  and  not  to  be  a  burden  on  their  children.  Accommodation  of 
these  preferences  can  tax  family  caregivers  as  well  as  personal  financial  resources. 


Income  of  the  elderly  population.  The  capacity  of  elders  to  pay  for  long-term  care  services  is 
limited.  Nationally,  the  median  income  for  men  aged  65+  in  1 998  was  $18,166  and  for  women 
aged  65+  was  $  1 0,504.  However,  the  elderly  are  a  very  diverse  economic  group;  married  couples 
are  better  off  than  single  individuals;  Whites  are  better  off  than  m  inorities;  and  the  younger  old  are 
better  off  than  those  over  85  years.  Over  the  next  20  years,  increases  in  pension  receipt  and  wealth 
may  improve  the  financial  status  of  a  portion  of  elders  and  thereby  increase  their  ability  to  pay  for 
services. 

Changing  demographics  of  the  elderly  population.  The  composition  of  the  elderly  population 
will  affect  who  will  need  care,  how  care  is  provided,  and  how  care  is  paid  for.  Massachusetts' s 
elderly  population  is  predominately  comprised  of  women,  since  females  tend  to  have  a  longer 
lifespan  than  males.  Women  in  Massachusetts  make  up  60%  of  the  65+  population,  71%  of  the 
85+  population,  and  78%  of  the  long-term  care  institutional  population.  Although  the  proportion 
of  men  is  expected  to  increase  in  the  future,  women  will  remain  a  substantial  majority. 

Marital  status  and  living  arrangements  impact  the  availability  of  informal  caregivers.  Almost 
30%  of  older  people  in  Massachusetts  lived  alone  in  1 990.  Older  men  are  more  likely  than  older 
women  to  be  married,  and  thus  are  also  more  likely  to  be  living  with  someone  who  can  care  for 
them  should  they  become  disabled.  Nationally,  almost  half  of  women  aged  65+  are  widows.  The 
divorce  rate  for  older  women  is  currently  about  7%,  but  is  expected  to  rise  dramatically  in  the  next 
20  years  to  19%,  thereby  increasing  the  number  of  elders  living  alone. 

Only  5%  of  the  elderly  population  in  Massachusetts  is  minority;  however,  the  elderly  minority 
population  is  growing  faster  than  the  White  population.  As  the  elderly  minority  population  grows, 
cultural  difference  in  family  relationships,  responsibility,  and  preferences  for  care  and  living 
situations  will  require  more  attention  from  providers.  The  growth  in  Massachusetts 's  minority 
population  will  be  most  notable  among  Hispanics  and  Asian- Americans,  but  Whites  will  continue 
to  constitute  an  overwhelming  majority. 

Monitoring  the  quality  of  long-term  care.  As  the  types  and  number  of  long-term  care  services 
increase,  the  Commonwealth '  s  systems  for  monitoring  the  quality  of  those  services  will  also  have 
to  expand  and  adapt  to  the  new  types  of  services.  In  particular,  increases  in  formal  community 
care,  paid  for  bythe  Commonwealth,  will  require  creating  effective,  non- intrusive  ways  to  ensure 
quality. 

Workforce.  A  significant  increase  in  long-term  care  services  will  require  an  increase  in  the 
workforce  expected  to  provide  these  services.  Nurse  aides  and  other  direct  care  workers  provide 
some  of  the  most  basic  needs  of  disabled  elders,  such  as  assistance  with  eating,  bathing,  and 
medications.  Massachusetts  is  currently  experiencing  a  shortage  of  these  workers  in  home  health 
agencies,  homemaking  agencies,  and  nursing  homes,  attributable  to  low  unemployment  rates, 
recruiting  difficulties,  and  high  turnover  rates.  The  availability  of  adequate  numbers  of  long-term 
workers  in  the  future  will  affect  both  the  quality  and  the  cost  of  services. 
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Conclusion.  The  dramatic  growth  in  the  elderly  population  raises  significant  challenges  for  the 
Commonwealth  in  how  we  pay  for  and  provide  long-term  care  services.  As  the  largest  source  of 
payment  for  long-term  care,  the  Commonwealth  has  a  major  stake  controlling  costs  and 
developing  other  payment  sources.  It  also  has  an  opportunity  to  restructure  the  delivery  system  to 
make  it  responsive  to  both  the  needs  and  preferences  of  consumers. 
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I.  INTRODUCTION 

Over  the  next  20  to  40  years,  the  baby  boom  generation  in  Massachusetts  will  join  the  65+  age 
group,  swelling  that  population  and  creating  substantial  demands  on  the  long-term  care  system  in 
our  state.  Policy  makers,  providers,  and  individuals  must  consider  now  how  we  will  pay  for  and 
provide  needed  services.  This  background  paper  was  prepared  at  the  request  of  the  Vision  2020 
Task  Force  to  provide  the  information  needed  to  discuss  the  long-term  care  issues  facing  the 
Commonwealth. 

Today,  approximately  843,000  people  aged  65  and  over  live  in  Massachusetts,  representing 
almost  14%  of  our  population.  The  U.S.  Census  Bureau  projects  that  by  the  year  2025  the  65+ 
population  will  have  increased  to  1,252,000,  and  will  represent  1 8%  of  the  population.  This  48.5% 
increase  in  the  older  population  will  compound  the  demand  for  long-term  care  services  since  as 
people  age  their  incidence  of  disability  increases.  The  Commonwealth  will  be  faced  with  a 
number  of  issues  in  the  long-term  Care  service  delivery  system. 

How  will  long-term  care  services  be  paid  for?  Today,  40%  of  payments  for  long-term  care 
services  in  Massachusetts  comes  from  MassHealth  (the  name  for  Medicaid  in  Massachusetts). 
Individuals  paying  out  of  pocket  represent  the  second  greatest  source  of  payment  (32%),  and 
Medicare  payments,  the  third  (24%).  MassHealth  Program  expenditures  for  long-term  care 
services  for  people  65+  in  the  year  2000  will  be  approximately  $  1 ,296  million.  If  nothing  changes 
and  we  factor  in  the  increase  in  the  over-65  population,  those  expenditures  will  increase  by  72%  to 
$2,232  million  in  today's  dollars.  Are  there  ways  to  reduce  the  increase  in  expenditures  and  are 
there  other  methods  of  paying  for  this  care? 

Where  will  the  services  be  provided?  Today,  long-term  care  is  provided  either  institutionally,  in 
nursing  facilities  and  rest  homes,  or  in  the  community,  by  home  health  nurses,  nurse  aides,  home 
care  workers,  and  unpaid  family  members.  MassHealth  spends  95%  of  its  state  appropriation  on 
institutional  care.  Massachusetts  also  supports  community  care  through  programs  under  the 
Executive  Office  of  Elder  Affairs.  Do  we  need  different  forms  for  the  delivery  of  care  and  if  so 
what  are  they?  Is  the  current  mix  of  institutional  care  and  community  care  appropriate? 

Who  will  provide  long-term  care  services?  Today,  most  long-term  care  services  are  provided 
informally  by  family  members,  typically  women,  and  often  a  wife  or  daughter.  The  paid 
workforce  in  long-term  care  is  also  typically  female  and  low-paid,  often  minority.  The 
demographic  changes  in  women's  work  patterns  have  resulted  in  many  more  women  in  the  paid 
work  force  than  a  generation  ago.  Demographic  changes  in  family  structure  have  shown  that  baby 
boom  families  have  had  fewer  children  and  more  divorces  than  the  families  of  the  previous 
generation.  Will  the  informal  caregivers  be  there  for  the  baby  boom  generation?  Where  will  the 
paid  work  force  come  from? 


How  will  Massachusetts  ensure  the  quality  of  long-term  care  services?  Today,  the  state,  through 
certification  and  licensing,  is  responsible  for  ensuring  quality  of  care  in  institutions  and  to  some 
degree  in  the  community.  With  the  increased  population  needing  long-term  care  services,  does  the 
state  have  the  resources  and  tools  to  ensure  the  quality  of  care? 

These  questions  are  neither  easily  answered,  nor  is  there  necessarily  one  answer;  however,  in 
order  to  reach  a  consensus  of  where  we  should  go,  a  knowledge  of  where  we  are  today  and  of  the 
factors  that  will  affect  our  future  are  necessary  to  start  the  discussion. 

II.  LONG-TERM  CARE:  A  DEFINITION 

Long-term  care  refers  to  medical  and  personal  care  as  well  as  social  and  supportive  services 
needed  by  people  who  have  lost  the  capacity  for  self-care  due  to  a  chronic  illness  or  condition. l 
These  services  may  be  provided  in  an  institution  or  in  the  c  ommunity  by  paid  caregivers,  family, 
and  friends. 

In  Massachusetts,  institutional  long-term  care  providers  include  chronic  care  hospitals,  nursing 
facilities  (nursing  homes),  and  rest  homes.  Community  care  providers  include  assisted  living 
facilities,  home  health  care  agencies,  home  care  providers,  adult  foster  care,  and  hospices. 

IE.  GROWTH  OF  THE  ELDERLY  POPULATION 

In  the  next  20  to  40  years,  the  65+  population  will  increase  substantially,  causing  what  is 
popularly  referred  to  as  the  "graying  of  America."  The  implications  of  this  demographic  shift  are 
numerous  for  our  long-term  care  financing  and  service  delivery.   . 

In  1 998,  the  65+  population  in  the  United  States  numbered  34.4  million,  representing  nearly 
13%  of  the  population,  or  1  in  8  Americans.  These  numbers  represent  a  1 0%  population  increase 
since  1990  as  compared  to  an  8%  increase  for  the  under-65  population.  The  number  of  older 
persons  in  this  country  and  in  Massachusetts  is  expected  to  continue  to  increase.  Although 
increases  have  been  slow  in  the  1 990s  due  to  the  relatively  low  number  of  babies  born  during  the 
Great  Depression,  major  increases  are  expected  between  2010  and  2030,  when  the  baby  boom 
generation  reaches  age  65.  In  Massachusetts,  the  65+  population  is  projected  to  increase  48.5% 
between  the  years  2000  and  2025,  rising  to  1 8%  of  the  population  in  the  Commonwealth.  The 
85+  population,  the  population  that  experiences  the  highest  incidence  of  disability,  is  expected  to 
increase  81.9%  between  1990  and  20 104 

Starting  in  2010,  the  growth  of  the  65+  population  will  be  due  to  the  aging  of  the  baby  boom 
generation  and  increases  in  life  expectancy.  In  1996,  women  at  age  6  5  had  a  life  expectancy  of  84 
years  and  men  8 1  years.5  By  2050,  life  expectancy  at  age  65  is  projected  to  be  95  years  for  women 
and  90  years  for  men.6 


Figure  1 


Number  of  Massachusetts  Elders  Aged 
65+ (1995-2025) 
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(Source:  www.  census.gov/population/projections/state/stpjage.  txt) 


Figure  2 
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IV.  INCREASE  IN  EXPENDITURES  FOR  LONG-TERM  CARE  SERVICES  IN 
MASSACHUSETTS 


The  dramatic  increase  in  the  over-65  population  is  likely  to  create  an  equally  dramatic  demand 
for  long-term  care  services  and  state  expenditures  for  those  services. 

Sources  of  Financing 

Formal  long-term  care  services  are  paid  primarily  from  four  sources:  MassHealth  (Medicaid), 
Medicare,  individual  payments,  and  long-term  care  insurance.    MassHealth,  the  largest  of  the 
payment  sources,  is  financed  half  from  federal  funds  and  half  from  state  funds.  Therefore, 
significant  increases  in  long-term  care  costs  will  have  a  substantial  impact  on  the  Massachusetts 
budget. 

Figure  3 


Projected  Long-Term  Care 
Expenditures  in  Massachusetts 
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(Source:  Calculated  from  figures  provided  by  Massachusetts 
Division  of  Health  Care  Finance  and  Policy) 

MassHealth  pays  for  both  institutional  and  community  services,  but  most  of  its  dollars  go  to 
institutional  services.  In  Massachusetts  in  FY98,  MassHealth  spent  $1,180.5  million  on 
institutional  long-term  care  compared  to  $63.5  million  on  community  services  for  people  over  age 
65.  In  the  same  year,  Elder  Affairs  spent  $1 18.3  million  on  community-based  long-term  care, 
bringing  the  total  state  community-based  spending  to  $1 81 .8  million  or  1 3.3%  of  its  long-term  care 
budget.  Although  MassHealth  spends  more  on  institutional  long-term  care  than  on  community 
long-term  care,  the  rate  of  growth  of  expenditures  on  community  care  has  been  greater  than  on 
institutional  care.  From  FY92  to  FY98  there  was  a  7.8%  increase  in  MassHealth  institutional 
expenditures  compared  to  a  56.7%  increase  in  its  community  expenditures;9  however,  the  base  of 


community  care  spending  is  so  small  that  the  increase  has  not  substantially  increased  the 
proportion  of  community  care  expenditures  to  institutional  expenditures. 

Table  #1:  Summary  of  MassHealth  Expenditures  for  Members  Aged  65+  in 
Thousands 


FY92 

FY98 

%  Change 

Institutional3 

$1,094,899 

$1,180,682 

+7.8% 

Communityb 

$40,512 

$63,495 

+56.7% 

3    Includes  nursing  homes,  inpatient  and  outpatient  chronic  hospitals,  and  inpatient  and  outpatient 
rehabilitation  hospitals. 

b  Includes  personal  care  services,  home  health  agencies,  nursing  care,  adult  foster  care,  adult  day 
care,  day  rehabilitation,  independent  living  and  hospice  care. 

(Source:    Massachusetts  Division  of  Medical  Assistance) 

The  growth  of  long-term  care  expenses  will  also  have  a  significant  financial  impact  on  the 
citizens  of  Massachusetts.  Out-of-pocket  expense  for  individuals  is  a  close  second  as  a  payment 
source  for  long-term  care.  These  expenses  can,  and  do,  deplete  older  people's  lifetime  savings. 
The  purchase  of  long-term  care  insurance  has  been  proposed  as  a  means  of  reducing  out-of-pocket 
expenses,  but  currently  few  older  persons  have  private  insurance  that  covers  long-term  care  costs. 
At  present,  private  long-term  care  insurance  pays  for  less  than  6%  of  all  long-term  care  costs 
nationally 
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Factors  influencing  future  expenditures 

Projecting  the  future  costs  of  long-term  care  expenses  in  Massachusetts  is  an  uncertain  task 
since  there  are  a  number  of  factors  that  will  impact  the  growth  of  those  expenses.  The  most 
significant  factors  are: 

1)  The  growth  in  the  population  needing  long-term  care. 

2)  Increases  in  the  cost  of  long-term  care  services. 

3)  Changes  in  the  benefits  covered  by  different  payment  sources. 

4)  Changes  in  the  types  of  services  provided  or  available. 

Assumptions  made  about  the  future  of  each  of  the  four  factors  will  change  the  total 
expenditures  being  predicted  as  well  as  the  amount  of  expenditure  from  each  source.  The 
projected  growth  in  the  population  needing  long-term  care  is  based  on  two  major  trends:  the 
increase  in  the  older  population,  as  discussed  above,  and  the  rate  of  disability  as  discussed  below. 

Since  three  sources  (MassHealth,  Medicare,  and  personal  income/savings)  provide  major 
funding  for  long-term  care  services,  projections  for  the  expenditures  of  any  one  source  depend  on 
what  services  are  covered  by  either  MassHealth  or  Medicare.  For  example,  if  Medicare  expands 
its  benefits,  there  may  be  a  reduction  in  MassHealth  or  out-of-pocket  expenditures.  Conversely,  if 
Medicare  reduces  its  benefits,  MassHealth  and  out-of-pocket  expenditures  could  increase. 


Projections  for  out-of-pocket  expenses  also  vary  greatly  depending  on  the  assumptions  made. 
Today,  private  long-term  care  payments  from  insurance  comprise  the  smallest  portion  of  payment 
for  formal  long-term  care  services.  This  fact  may  change  in  the  future  depending  on  the  market  for 
long-term  care  insurance.  If  today's  baby  boomers  buy  long-term  care  insurance,  that  industry 
may  grow  and  became  a  significant  source  of  payment  for  these  services,  thereby  reducing  out-of- 
pocket  costs.  If  the  industry  does  not  grow,  payments  from  insurance  will  remain  a  relatively 
insignificant  source. 

The  mode  in  which  long-term  care  is  provided  can  also  have  an  effect  on  future  expenditures. 
Changes  in  the  types  of  services  being  provided  is  another  variable  that  could  alter  projections. 
The  past  10  years  have  seen  an  increase  in  services  delivered  in  the  community  as  well  as  the 
development  of  new  delivery  modes,  such  as  assisted  living.  The  potential  for  shifting  care  to 
different  modes  of  service  could  reduce  expenditures  or  shift  the  payor  for  the  service. 

Projected  expenditures 

Last  year,  the  Congressional  Budget  Office  (CBO)  projected  that  long-term  care  expenditures 
for  both  institutional  and  community  based  services  would  increase  from  $123.1  billion  in  2000  to 
$207.3  billion  (in  year  2000  dollars)  by  the  year  2020,  representing  a  68.4%  increase  in  20  years.1 1 

Table  #2:  Projections  of  National  Long-Term  Care  Expenditures  for  the  Elderly  (65+) 
(in  billions  of  today's  dollars) 


Payor 

Year 

%  Change 

2000 

2010 

2020 

Medicare 

$29.4 

$39.8 

$50.6 

+  72.1% 

Medicaid 

$43.3 

$66.9 

$75.4 

+  74.1% 

Private  Long-Term  Care 
Insurance 

$5.0 

$16.7 

$36.2 

+  624.0% 

Out-of-pocket 

$42.8 

$35.5 

$42.9 

-  .2% 

Other 

a 

a 

TOTAL 

$123.1 

$160.7 

$207.3 

+  68.4% 

a.      less  than  $5  billion 

(Source:  CBO;  http.www.cbo.gov/showdoc.cfm?index=l  1 23&sequenc=0&from= 1) 


Using  the  CBO  projections  and  modifying  them  to  account  for  Massachusetts 's  higher 
Medicare  and  MassHealth  costs,  long-term  care  expenditures  for  Massachusetts  are  projected  to 
increase  from  $3,348  million  in  2000  to  $4,697  million  (in  year  2000  dollars)  by  2020, 

1  9 

representing  a  44.6%  increase  in  the  amount  presently  being  spent  before  inflation  is  factored  in. 
This  drastic  increase  falls  heavily  on  the  MassHealth  program,  and  therefore  on  the  state. 


Table  #3:  Projections  of  Massachusetts  Long-Term  Care  Expenditures  for  the  Elderly  (65+) 
(assuming  increase  in  long-term  care  insurance  market,  in  millions  of  today's 
dollars) 


Payor 

Year 

%  Change 

2000 

2010 

2020 

Medicare 

$     792 

$  1,038 

$  1,149 

+45.1 

MassHealth 

$  1,296 

$  1,941 

$  1,917 

+47.9 

Private  Long- 
Term  Care 
Insurance 

$     121 

$     393 

$     747 

+517.4 

Out-of-pocket 

$  1,039 

$     835 

$     884 

-14.9 

TOTAL 

$  3,248 

$  4,207 

$  4,697 

+44.6 

(Source:  Massachusetts  Division  of  Health  Care  Finance  and  Policy) 

Both  the  CBO  and  Massachusetts  projections  assume  that  there  will  be  a  growth  in  long-term 
care  insurance  and  a  reduction  in  out-of-pocket  expenses.  If  the  assumption  of  an  increase  in  long- 
term  care  insurance  is  removed,  the  growth  in  MassHealth  and  Medicare  expenditures  is  greater. 

Table  #4:  Projections  of  Massachusetts  Long-Term  Care  Expenditures  for  the  Elderly  (65+) 
(assuming  no  increase  in  private  long-term  care  insurance  market,  in  millions  of 
today's  dollars) 


Payor 

Year 

%  Change 

2000 

2010 

2020 

Medicare 

$     792 

$  1,082 

$  1,205 

+52.1% 

MassHealth 

$  1,296 

$2,087 

$2,232 

+72.2% 

Out-of-pocket 

$  1,105 

$     902 

$   1,074 

-2.8% 

TOTAL 

$  3,193 

$  4,071 

$4,511 

+41.3% 

(Source:  Massachusetts  Division  of  Health  Care  Finance  and  Policy) 

The  projections  are  in  constant  dollars  and  therefore  do  not  reflect  inflation.  From  November 
1995  to  November  1999,  the  Medical  Care  Index  for  the  Boston  area  increased  an  average  of 
5.3%,13  about  twice  that  of  overall  inflation.  The  state  has  a  great  deal  of  control  over  the 
MassHealth  expenditures  in  that  it  both  sets  the  provider  rates  and  can  control  to  some  extent  the 
volume  of  services  provided.  The  state  is,  however,  confined  in  its  ability  to  control  expenditures 
by  what  services  Medicare  is  covering  and  by  outside  influences  such  as  the  labor  shortage  in 
long-term  care  that  Massachusetts  is  presently  experiencing.  Therefore,  inflation  may  increase 
these  expenditures  even  more  in  relation  to  other  state  expenditures. 


In  addition  to  MassHealth  expenditures,  the  Commonwealth  pays  for  long-term  care  through 
the  Executive  Office  of  Elder  Affairs.  In  FY2000,  $144.2  million  was  allocated  to  Elder  Affairs 
for  long-term  care  services.  These  expenditures,  although  relatively  modest  in  comparison  to 
MassHealth  expenditures,  are  exclusively  for  community-based  services.  From  FY96  to  FYOO, 
Elder  Affairs  expenditures  on  long-term  care  increased  37.6% 


Table  #5:  Massachusetts  Executive  Office  of  Elder  Affairs  Long-Term  Care  Expenditures 


FY96 

Projected  FY  2000 

%  Increase 

Home  Care  Services 

$  71,176,844 

$  89,614,817 

Home  Care  Case  Management 

$  28,705,060 

$  37,802,7871 

Manage  Care  in  Housing 

$     8,184,770 

$     8,958,447 

Enhanced  Community  Options 
Program 

$     8,555,232 

$   12,479,190 

ECOP  Enhancements 

- 

$     3,746,400 

Chronic  Care  Enhanced  Services 

- 

$     9,276,765 

TOTAL 

$117,621,9062 

$161,878,406^ 

+37.6% 

Includes  $1,050,000  for  MIS  development  and  $165,000  for  Chronic  Disease  Management  Initiative. 
2 
Includes  $8,555,232  of  MassHealth  funding. 

3  Includes  $15,990,656  of  MassHealth  funding 

(Source:  Massachusetts  Executive  Office  of  Elder  Affairs) 

Informal  Care 

The  costs  just  described  pertain  to  formal  services.  These  costs  do  not  capture  the  cost  of  care 
provided  by  informal  caregivers.  Nationally,  the  value  of  projected  services  provided  by  family  is 
estimated  to  be  $196  billion  per  year.14  The  shift  to  more  paid  care  could  greatly  increase  the 
expenditures  for  long-term  care.  If  informal  caregivers  are  not  available,  individuals  will  have  to 
rely  more  heavily  on  paid  caregivers.  Women  in  the  baby  boom  generation  have  had  significantly 
fewer  children  than  the  previous  generation.  The  number  of  children  per  woman  in  the  mid-1950s 
was  3.7  compared  to  1.8  by  the  mid-1970s.15  The  higher  divorce  rate,  lower  number  of  children, 
and  higher  labor  participation  of  women  could  translate  into  a  smaller  pool  of  unpaid  caregivers. 

V.  LONG-TERM  CARE  INSURANCE 

Long-term  care  insurance  has  been  discussed  by  policy  makers  as  the  most  promising  source  of 
new  funding  for  long-term  care  in  the  future.  It  is  seen  as  a  way  for  individuals  to  protect 
themselves  against  the  cost  of  long-term  care  by  prepaying  the  expense  in  the  form  of  premiums 
over  a  long  period  of  time.  The  advantage  of  expanding  long-term  care  insurance  is  not  only  for 
the  policyholder.  If  long-term  care  insurance  becomes  widespread,  it  is  expected  to  greatly  reduce 
MassHealth  expenditures  as  well. 
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The  private  long-term  care  insurance  market 

The  private  long-term  care  insurance  market  has  developed  over  the  last  1  5  years  in  response  to 
a  lack  of  mechanisms  in  the  public  and  private  sectors  that  help  people  cover  the  costs  of  long- 
term  care.  However,  as  of  1995,  only  4.3  million  policies  had  been  sold  nationally.16  This  market 
is  expected  to  grow,  but  it  is  debatable  whether  or  not  it  will  play  a  major  role  in  the  financing  of 
long-term  care. 

According  to  a  1 996  Massachusetts  survey,  approximately  4 1 ,000  people  in  the  Commonwealth 
held  either  a  group  or  individual  policy.      The  number  of  policies  increased  more  than  1 8%  each 
year  between  1 994  and  1 996.     However,  the  base  is  relatively  so  small  that  the  market  will  have 
to  increase  more  rapidly  in  order  to  significantly  contribute  to  financing  long-term  care.  The 
average  age  of  policyholders  at  the  time  of  purchase  was  62  years  of  age  in  1 996. 19  Of  particular 
concern  is  the  lapse  rate  in  Massachusetts  of  nearly  28%,  comparable  to  a  national  rate  of 
approximately  29%.  The  lapse  rate  measures  the  number  of  policyholders  who,  for  one  reason  or 
another,  are  no  longer  policyholders.     For  long-term  care  insurance  to  be  successful  in  reducing 
out-of-pocket  expenses  at  the  time  of  disability  and  reducing  MassHealth  expenditures,  the 
policies  must  be  in  force. 

One  reason  private  long-term  care  insurance  has  not  gained  popularity  is  the  high  cost  of 
comprehensive  policies.  It  has  been  estimated  that  only  10%  to  20%  of  the  elderly  can  afford 
high-quality  insurance  policies.     In  1 995,  the  average  annual  premiums  for  policies  covering  four 
years  of  nursing  home  and  home  care  (with  inflation  and  no  forfeiture  benefits)  were  $1,124  per 
year  if  purchased  at  age  50,  $2,560  if  purchased  at  age  65,  and  $8,146  if  purchased  at  age  75. 

Promotion  of  private  long-term  care  insurance  in  the  Commonwealth 

Massachusetts  recently  explored  options  for  improving  private  financing  for  long-term  care  and 
for  reducing  reliance  on  the  public  financing  systems  for  long-term  care  services  through  an 
interagency  workgroup  including  the  Division  of  Medical  Assistance  (DMA),  the  Executive  Office 
of  Elder  Affairs  (Elder  Affairs),  the  Office  of  the  Attorney  General  (OAG),  and  the  Division  of 
Insurance  (DOI). 

Broad  strategies  considered  were:  1)  encourage  development,  purchase,  and  use  of  life 
insurance  products,  especially  accelerated  death  benefits  and  viatical  settlements;  2)  implement  a 
public-private  partnership  program  for  long-term  care  insurance;  3)  offer  a  long-term  care 
insurance  product  to  state  employees,  retirees,  and  others;  4)  establish  long-term  care  purchasing 
groups  to  help  privately  paying  elders  access  and  coordinate  needed  long-term  care  services  at  a 
reduced  rate;  and  5)  encourage  the  long-term  care  market  in  the  state  by  permitting  a  wider  variety 
of  appropriate,  affordable  long-term  care  insurance  products  and  establishing  minimum  coverage 
requirements  for  qualifying  for  exemptions  from  certain  provisions  of  the  MassHealth  eligibility 
and  recovery  rules. 

As  the  aforementioned  projections  of  expenditures  show,  the  increased  sale  of  long-term  care 
insurance  could  save  both  MassHealth  and  individuals  money  should  the  market  grow 
substantially;  however,  barriers  to  the  expansion  of  the  market  are  substantial  and  the  potential 
impact  untested. 


VI.  DEMOGRAPHIC  TRENDS  INFLUENCING  LONG-TERM  CARE 

Health  Status  and  Functional  Disability 

As  the  population  of  elderly  increases,  the  need  for  long-term  care  services  is  also  expected  to 
increase.  Those  with  chronic  conditions  and  functional  disability  aremost  likely  to  require  long- 
term  care  services,  and  the  incidence  of  these  conditions  increases  with  age.  Most  older  people 
have  at  least  one  chronic  condition  and  many  have  multiple  chronic  conditions.  Table  #6  gives  a 
morbidity  profile  of  elders  aged  65+  in  the  United  States.24 

Table  #6:  Most  Frequently  Occurring  Medical  Conditions  Per  100  U.S.  Elderly  (65+)  in  1995 


Medical  Condition 

Incidence  Per  100  Elders 

Arthritis 

49 

Hypertension 

40 

Heart  disease 

31 

Hearing  impairments 

28 

Orthopedic  impairments 

18 

Cataracts   • 

16 

Sinusitis 

15 

Diabetes 

13 

(Source:  www.aoa.dhhs.gov/aoa/stats/profile/default.htm.) 

Functional  disability  refers  to  the  degree  of  difficulty  an  individual  experiences  in  completing 
everyday  tasks.  Functional  disability  is  measured  by  the  ability  to  complete  Activities  of  Daily 
Living  (ADLs)  and  Instrumental  Activities  of  Daily  Living  (IADLs).  ADLs  include  the  tasks  of 
walking,  bathing,  eating,  dressing,  toileting,  and  getting  in  and  out  of  bed.  IADLs  include  the 
tasks  of  preparing  meals,  shopping  for  groceries,  using  the  phone,  taking  medication,  and 
managing  money.  As  indicated  in  Table  #7,  almost  6%  of  elders  have  three  or  more  ADL 
limitations,  and  12%  have  at  least  one  ADL  limitation. 

Table  #7:  Percentage  of  Massachusetts  Elders  (60+)  with  Multiple  Dependencies  (1993) 


#ADLs 

Percentage  of  Elders 

Cumulative  Percentage 

7  ADLs: 

2.6% 

2.6% 

6  ADLs: 

.7% 

3.3% 

5  ADLs: 

.8% 

4.1% 

4  ADLs: 

.6% 

4.7% 

3  ADLs: 

1.2% 

5.9% 

2  ADLs: 

1.9% 

7.8% 

1  ADL: 

4.3% 

12.1% 

0  ADLs: 

87.8% 

99.9% 

(Source:  Massachusetts  Executive  Office  of  Elder  Affairs,  "Status  of  the  Elderly  in  Massachusetts: 
A  Statewide  Survey  Report,  "  1993.) 
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Functional  limitations  increase  with  age  such  that  among  the  non-institutionalized  85+ 
population,  almost  half  experience  mobility  or  self-care  limitations. 

Table  #8:  Percentage  of  Non-Institutionalized  Elders  with  Limitations  (1990) 


%  of  60+  With  Mobility  or 
Self-Care  Limitations 

%  of  85+  With  Mobility  or 
Self-Care  Limitations 

MA 

16.2% 

48.3% 

US 

17.3% 

50.2% 

(Source:  www. magnet. state. ma. us/ elder/ demograph.htm) 

In  recent  years,  there  has  been  some  evidence  of  a  decline  in  the  rate  of  disability  among  older 
people.  However,  it  is  anticipated  that  the  large  increase  in  the  numbers  of  people  over  85  will 
increase  the  incidence  of  disability  substantially. 

Gender  and  Marital  Status 

The  elderly  population  is  predominantly  comprised  of  women.  In  1997,  there  were  518,344 
women  aged  65+  in  Massachusetts  as  compared  to  344, 1 49  men.  The  sex  ratio  was  158  women  to 
every  100  men.  This  ratio  increases  with  age.  The  ratio  for  those  aged  85+  was  248  women  for 
every  100  men.  As  a  result,  the  majority  of  older  people  needing  long-term  care  are  women,  and 
the  majority  of  residents  in  long-term  care  facilities  (78%)  are  women.27 

Figure  4 
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As  would  be  expected,  as  people  age,  their  marital  status  changes  as  well.  Nationally,  in  1998, 
older  men  were  more  likely  to  be  married  than  older  women.  Almost  half  of  all  older  women  over 
age  65  (45%)  are  widows.  Currently,  approximately  7%  of  women  over  65  are  divorced  and  the 
number  of  divorced  older  persons  aged  65+  is  rapidly  increasing.  By  2020,  1 9%  of  older  women 
are  projected  to  be  divorced. 


Figure  5 


Marital  Status  of  Men  and  Women  Aged 
65+  in  the  United  States  (1998) 
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(Source:  www. aoa.  dhhs.gov/aoa/stats/prqfile/default.htm) 

One's  marital  status  and  living  arrangements  affect  the  availability  of  informal  care  since 
spouses  are  the  largest  source  of  informal  care.      Without  a  spouse,  the  need  for  formal  care 
increases. 

Living  arrangements 

Following  national  trends,  more  and  more  elders  in  Massachusetts  are  choosing  to  live  alone. 
In  1990,  29.7%  of  Massachusetts  elders  aged  65+  lived  alone  as  compared  to  28.2%  of  elders 
nationally.31  As  shown  in  Figure  6,  living  arrangements  vary  for  those  60+  in  Massachusetts. 
The  oldest  are  most  likely  to  be  institutionalized.32  On  the  national  level,  4%  of  the  65+  age  group 
(1 .4  million)  lived  in  nursing  homes  in  1995.  This  percentage  increases  greatly  with  age  to  about 
1%  for  65-74,  5%  for  75-84,  and  15%  for  the  85+  age  group.33 
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Figure  6 


Living  Arrangements  of  Elders  (60+)  in 

Massachusetts  (1993) 
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(Source:  Massachusetts  Executive  Office  of  Elder  Affairs,  "Status  of  the  Elderly  in 
Massachusetts:  A  Statewide  Survey  Report,  1993.  ") 

Race 

Massachusetts' s  elderly  population  is  not  highly  diverse  racially  and  ethnically  compared  to  the 
under  65  population;  however,  the  elderly  population  has  been  growing  faster  among  minorities 
than  among  White  non-Hispanic.  This  trend  of  growth  is  expected  to  continue.  In  1998,  15.4%of 
the  total  Massachusetts  population  were  minority  group  members  compared  to  5.9%  of  the  elder 
population  (65+).  Nationally,  in  1998,  1 5.7%  of  the  65+  population  were  non-  White.  By  2025, 
this  number  is  projected  to  rise  to  about  25%.34  Although  the  Commonwealth  is  currently  less 
diversified  than  the  country  as  a  whole,  it  will  experience  increased  diversification  in  the  coming 
years,  especially  with  Hispanics  and  Asian  Americans.  Despite  this  growth  in  minority 
populations,  Whites  will  continue  to  constitute  an  overwhelming  majority. 

Table  #9:  Distribution  of  Race  by  Age  Group  in  Massachusetts  (1997) 


White  Non- 
Hispanic 

Black  Non- 
Hispanic 

Hispanic 

Asian  and 

American 

Indian 

All  Races 

65+ 

95.1% 

2.3% 

1.6%) 

1.0% 

100% 

60+ 

94.6% 

2.5% 

1.8%o 

1.2% 

100% 

All  Ages 

85.9% 

5.6% 

5.6% 

3.0% 

100% 

(Source:  www.magnet.state.ma.us/elder/demograph.htm) 

Income,  assets,  and  poverty 

Elders  were  once  the  poorest  age  group  in  the  United  States,  but  over  the  past  30  years  their 
economic  status  has  improved.  Increases  in  elders'  income  is  attributed  primarily  to  Social 
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Security  and  its  automatic  cost-of-living  increase  institution  in  1972.  In  1998,  the  median  income 
for  people  aged  65+  in  the  United  States  was  $18,166  for  men  and  $10,504  for  women.  One  in  7 
or  1 3.7%  of  households  headed  by  someone  aged  65+  had  an  income  below  $  15,000  while  44.6% 
had  incomes  of  $35,000  and  up. 

Nationally,  most  elders  receive  Social  Security,  which  represents  the  largest  portion  of  their 
income.  Assets,  pensions,  and  earnings  represent  significant  sources  of  income  as  well  but  vary 
greatly  depending  on  age  and  income.  Wealthier  elders  are  more  likely  to  have  income  from 
assets  and  pensions,  and  younger  elders  are  more  likely  to  have  income  from  earnings.  Social 
Security  provides  most  of  the  income  for  the  majority  of  older  households. 


Figure  7 
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(Source:  www.aoa.dhhs.gov/aoa/stats/profile/default.htm) 

The  poverty  rate  in  Massachusetts  for  the  elderly  has  generally  been  lower  than  that  of  the  rest 
of  the  country,  but  poverty  has  been  increasing  in  Massachusetts  and  nationally.  In  1997, 

elderly  in  Massachusetts  had  a  poverty  rate  of  1 0.3%.39  Poverty  also  increases  with  age  (see  Table 
#10). 
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Table  #10:  Poverty  Rates  of  U.S.  Elders  (65+)  by  Age  Group  (1997) 


Age  Group 

Below  Poverty 

65-69 

8.8% 

70-74 

8.7% 

75-79 

11.9% 

80-84 

13.8% 

85+ 

16.3% 

(Source:  Calculations  based  on  Current  Population  Survey,  March  1997) 

Nationally,  the  poverty  rate  for  women  is  nearly  double  that  for  men,  and  the  rate  for 
minorities  almost  twice  as  high  as  for  Whites.  In  1993,  7.9%  of  men  and  15.2%  of  women  aged 
65+  were  below  the  poverty  rate  of  $6,930.40  Those  living  alone  or  with  non-relatives  were  more 
likely  to  be  poor  than  those  living  with  families.41  Many  elderly  hover  just  above  the  poverty 
level.  In  1993,  nearly  20%  of  the  elderly  were  below  125%  of  the  poverty  level,  and  42%  were 
below  200%  42 

Projecting  the  economic  status  of  the  baby  boom  generation  in  retirement  is  somewhat 
uncertain  because  of  proposed  changes  in  Social  Security  and  variations  in  the  economy  but, 
assuming  Social  Security  is  not  eroded,  there  are  a  number  of  trends  that  may  improve  elders' 
financial  status. 

The  number  of  employees  participating  in  private  pension  plans  increased  between  1975  and 
1 993  due  primarily  to  the  increase  in  participation  in  defined  contribution  plans  43  Also,  if  elders 
are  healthier  and  choose  to  work  longer,  earnings  may  contribute  more  to  the  income  of  people 
over  65  in  the  future. 

In  addition  to  income,  the  assets  of  the  elderly  are  a  source  of  financial  security.  The  median 
net  worth  (total  wealth  minus  debt)  of  the  baby  boomers  has  been  increasing  and  researchers  have 
projected  a  potential  increase  in  net  worth  of  the  next  generation  of  elders  from  inheritances.44 
While  the  increased  net  worth  and  potential  expanded  sources  of  income  may  result  in  some  future 
elders  being  in  a  better  position  to  pay  for  long-term  care  services,  these  increases  are  not  expected 
to  be  equally  distributed.45  Women  and  minorities  are  predicted  to  be  substantially  less  secure  in 
the  future  than  men  and  married  couples. 

Elderly  to  working-age  adults  ratio 

An  indication  of  the  growth  in  the  elderly  population  can  be  found  in  the  ratio  of  elderly  to 
working-age  adults.  The  ratio  measures  the  number  of  people  in  society  between  ages  1 8  and  65 
to  those  over  age  65.  In  Massachusetts,  the  ratio  of  elderly  to  working-age  adults  is  projected  to 
decrease  from  1:4.6  to  1:3.3  during  the  period  from  2000  to  2025. 46  This  ratio  can  be  useful  in 
assessing  the  impact  of  the  growing  elderly  population  on  programs  funded  by  payroll  taxes, 
which  primarily  benefit  elders,  such  as  Social  Security  and  Medicare,  but  it  should  be  used  with 
caution  when  examining  long-term  care  programs  funded  under  MassHealth  and  Elder  Affairs. 
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Both  MassHealth  and  Elder  Affairs  receive  their  funding  from  general  revenues.47  In 
Massachusetts,  the  state  income  tax  and  sales  tax  account  for  the  majority  of  general  revenues. 
The  degree  to  which  these  revenue  sources  can  accommodate  the  projected  growth  in  long-term 
care  expenditures  will  depend  on  the  economy  as  well  as  thetaxable  income  of  all  citizens.  If  the 
next  generation  of  Massachusetts  elders  have  increased  taxable  incomes  through  pensions  or 
drawing  down  tax  deferred  savings,  they  will  contribute  to  an  increased  base  upon  which  the 
Commonwealth  can  tax. 

Figure  8 


Comparison  of  Elders  to  Working  Age  Adults  in 
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(Source:  Calculations  based  on  U.S.  Census  Bureau,  "Projections  of  the  Population, 
by  Age  and  Sex,  of  States:  1995-2025.  ") 

VII.  STRUCTURE  OF  THE  LONG-TERM  CARE  SYSTEM  IN  MASSACHUSETTS 

Long-term  care  includes  institutional  care  and  community  care,  both  paid  and  informal. 
Massachusetts  has  a  variety  of  service  providers  that  are  briefly  described  here.  The 
Commonwealth  is  also  currently  running,  on  a  limited  basis,  a  number  of  initiatives  to  provide  care 
or  pay  for  services.  These  initiatives  are  also  listed. 

Institutional  Care 

Massachusetts  has  several  common  institutional  long-term  care  settings. 

Nursing  facilities  provide  nursing,  rehabilitative,  and  personal  care  services  for  elders  who  are 
injured,  disabled,  or  sick.  Nursing  facilities  may  include  nursing  homes  or  transitional  care  units 
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in  hospitals.  They  are  licensed  by  the  Department  of  Public  Health  (DPH).  In  FY99,  there  were 
55,607  licensed,  free-standing  nursing  facility  beds.48 

Chronic  care  and  rehabilitation  hospitals  provide  nursing,  chronic  care,  rehabilitative,  and 
personal  care  services  and  are  licensed  by  DPH.  In  FY98,  there  were  19  such  facilities  in 
Massachusetts  offering  a  total  of  2,805  beds.49 

Rest  homes  provide  24-hour  supervision  and  personal  care  with  no  medical  or  nursing  care. 
These  facilities  are  licensed  by  DPH.  In  FY98,  there  were  147  rest  homes  in  Massachusetts  with 
approximately  4,410  beds.50 

Community  care 

Several  types  of  community-based  care  are  also  available  in  Massachusetts. 

Assisted  living  residences  (ALRs)  offer  a  variety  of  housing  and  supportive  services,  including 
personal  care,  such  as  bathing  and  dressing,  and  household  management,  such  as  meals  and 
housekeeping.  While  the  majority  of  assisted  living  residents  pay  privately,  many  facilities  do 
accept  Group  Adult  Foster  Care  (GAFC)  payments  from  MassHealth.  ALRs  are  certified  by  the 
Executive  Office  of  Elder  Affairs.  The  number  of  certified  ALRs  has  grown  substantially  in  the 
last  two  years  from  89  facilities  with  5,503  units  inFY98  to  138  facilities  with  more  than  8,000 
units  in  FY00.  (Note:  Units  can  be  double  or  single  occupancy.) 

Respite  care  offers  assistance  to  family  members  by  providing  short-term  care  for  seniors  who 
are  being  cared  for  by  informal  caregivers.  Services  include  homemaking,  companionship, 
personal  care,  adult  day  health  services,  adult  family  care,  and  short-term  institutional  services. 
The  purpose  of  providing  temporary  relief  to  the  caregiver  is  to  enable  informal  caregivers  to 
continue  providing  the  care  without  which  an  elder  might  require  institutional  care.     Respite  care 
services  are  offered  through  the  Respite  Care  Program  of  Elder  Affairs  and  are  paid  for  either 
privately,  on  a  sliding  fee  scale,  or  by  MassHealth  for  members  in  the  Home  and  Community 
Based  waiver  program. 

Personal  care  and  homemaker  services  are  offered  to  low-income  elders  through  the  Home 
Care  Program  of  Elder  Affairs.  Homemaker  services  include  light  housework,  shopping,  laundry, 
and  other  tasks  that  enable  the  household  to  function.  Personal  care  services  provide  assistance  to 
those  who  need  help  with  ADLs,  such  as  walking,  dressing,  and  bathing.  Personal  care  is  an 
extension  of  homemaker  services  and  is  targeted  to  those  elders  with  diminished  capacity  for  self- 
care.  These  services  can  be  paid  by  the  State  Home  Care  Programs,  MassHealth,  or  paid  for 
privately.  Elder  Affairs  pays  for  services  to  approximately  39,000  frail  elders  each  month,  nearly 
55,000  annually.53 

Home  health  care  services  include  skilled  nursing  care,  home  health  services,  social  work 
services,  and  physical,  occupational,  and  speech  therapies.  These  services  are  provided  by 
certified  home  health  agencies  that  are  licensed  by  DPH.  In  FY99,  there  were  201  home  health 
agencies.54  Home  health  care  services  are  covered  by  MassHealth,  Medicare,  and  the  State  Home 
Care  Program  or  can  be  paid  for  privately. 
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Adult  family  care  uses  private  residences  to  provide  care  in  the  form  of  supervision  and 
assistance  with  ADLs  to  unrelated  elderly  persons,  enabling  the  elder  to  remain  in  the  community. 
The  Division  of  Medical  Assistance  certifies  adult  family  care  providers.  There  are  1 7  certified 
adult  family  care  providers  that  arrange  for  650  MassHealth  members  to  be  served  by  host 
families.      A  host  family  can  serve  two  to  three  elders. 

Adult  day  health  provides  comprehensive  health  and  social  services  in  a  structured  day  setting 
for  dependent  adults  who  require  skilled  services,  maintenance  therapy,  personal  care  services, 
nutrition  services,  counseling  services,  and  individual  and  group  activity  programs.  In  FY99,  there 
were  1 03  providers  with  4,824  approved  slots.56  The  Adult  Day  Health  Program  is  certified  for 
payment  by  the  Division  of  Medical  Assistance.  Social  Day  Care  and  Dementia  Day  Care 
programs  also  serve  clients  with  social  needs  and  the  special  concerns  of  memory  loss.  These 
programs  are  approved  by  Elder  Affairs  and  are  paid  for  by  the  State  Home  Care  Program  and 
private  funds. 

Hospice  care  provides  medical,  psychological,  social,  and  spiritual  services  to  terminally  ill 
people  and  their  families  on  a  24-hour,  7  -days-a-week  basis.  Hospice  care  may  be  provided  in  the 
patient's  home,  or  in  a  homelike  or  institutional  setting.  Hospices  are  licensed  and  certified  by 
DPH.  In  1996,  there  were  24  hospice  providers  with  an  average  daily  census  of  40.3  patients.57 
Hospice  care  is  covered  by  MassHealth  and  Medicare. 

State  initiatives  and  programs  in  long-term  care 

Current  initiatives  in  the  Commonwealth  center  around  three  areas:  1)  shifting  of  spending  and 
service  provision  from  institutional  to  community-based  care;  2)  developing  the  long-term  care 
system  to  address  the  needs  of  low-income  seniors;  and  3)  reducing  the  emphasis  on  publicly 
financed  nursing  facility  care.  Existing  programs  include: 

Program  of  All-inclusive  Care  for  the  Elderly  (PACE)  is  a  comprehensive  service-delivery 
and  financing  model  that  integrates  medical  and  long-term  care  services  under  dual  capitation 
arrangements  with  Medicare  and  MassHealth.  Massachusetts  established  one  of  the  first  federal 
demonstration  sites  for  this  program  at  the  East  Boston  Neighborhood  Health  Center.  Targeting 
the  very  frail,  multidisciplinary  teams  undertake  care  planning  and  monitoring.  Most  services  are 
delivered  in  an  adult  day  health  center.  In  1999,  there  were  six  sites  with  approximately  1,000 
enrollees  in  total. 

The  Pharmacy  Program  is  a  jointly  administered  program  by  DMA  and  Elder  Affairs  that 
provides  low-income  seniors  aged  65  and  older  and  people  with  disabilities  with  up  to  $1,250 
annually  to  assist  with  the  cost  of  prescription  medications,  insulin,  and  syringes.  A  catastrophic 
pharmacy  program  with  unlimited  benefits  for  seniors  and  the  disabled  was  implemented  in 
January  2000.  Combined  enrollment  in  both  programs  was  33,000  in  January  2000. 

< 

Aging  Services  Access  Points  (ASAPs)  are  27  local,  private,  non-profit  agencies  that 
administer  the  Elder  Affairs  Home  Care  Program.  ASAPs  are  geographically  based  and  provide 
services  in  specified  regions.  Case  managers  arrange  community- based  services  (e.g.,  homemaker 
services,  personal  care,  home  delivered  meals)  to  enable  local  seniors  to  live  in  the  community 
safely  and  independently  for  as  long  as  possible.  ASAPs  administer  two  Elder  Affairs  programs 
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for  high  risk  elders.  The  Managed  Care  in  Housing  Program  (MCHP)  provides  personal  care  and 
after-hours  support  to  high-risk  seniors  who  live  in  housing  complexes.  MCHP  offers  24-hour 
emergency  response,  as  well  as  a  range  of  individualized  service  options,  such  as  adult  day  health, 
adult  foster  care,  and  extended  in-home  services.  Enhanced  Community  Options  (ECOP)  provides 
similar  community-based  services  to  seniors  who  live  in  their  own  homes. 

Home  and  Community-Based  Services  Waiver  Program  (HCBS)  targets  low-income,  frail 
seniors  who  are  eligible  for  institutional  care  but  who  wish  to  remain  in  the  community.  HCBS 
offers  homemaking  services,  residential  support,  day  habilitation,  and  respite  care,  among  other 
services.  Eligible  seniors  gain  access  to  all  MassHealth  services.  In  1997,  there  were  3,690 
enrollees  in  the  program.59 

In  addition  to  the  current  programs,  the  Commonwealth  is  developing  or  exploring  several  new 
programs. 

Senior  Care  Organizations  (SCO)  is  a  joint  state  and  Health  Care  Financing  Administration 
(HCFA)  project  that  would  implement  integrated  systems  of  care  for  seniors  who  are  dually 
eligible  for  MassHealth  and  Medicare,  or  for  MassHealth  alone.  The  projected  implementation 
date  is  currently  in  January  2001 .  SCO  enrollment  would  be  voluntary.  The  project  would 
combine  services  and  funding  of  the  Medicare  and  Medicaid  programs.   SCOs  are  different  from 
the  PACE  program  in  that  while  PACE  is  only  offered  to  frail  seniors  at  risk  of  long-term  nursing 
facility  admission,  SCOs  would  be  offered  to  nearly  all  MassHealth  recipients  aged  65+. 
Additionally,  whereas  PACE  is  prescriptive  in  its  service-delivery  approach,  SCOs  allow  for 
various  types  of  service  delivery.  SCOs  will  be  required  to  contract  with  ASAPs  to  assist  with  the 
management  of  community  long-term  care  services. 

The  Interagency  Workgroup  on  Long-Term  Care  Financing  was  initiated  by  the  Division  of 
Medical  Assistance,  and  includes  the  Division  of  Insurance,  Elder  Affairs,  and  the  Office  of  the 
Attorney  General.  This  workgroup  has  identified  several  strategies  to  maximize  use  of  private 
resources  to  finance  long-term  care. 

Vffl:  QUALITY OFCARE 

The  quality  of  care  is  as  important  as  the  availability  of  care.  As  the  type  and  number  of  long- 
term  care  services  increase,  the  Commonwealth's  systems  for  monitoring  the  quality  of  those 
services  will  also  have  to  expand  and  adapt  to  the  new  types  of  services.  To  measure  and  monitor 
quality  of  care,  one  must  first  define  what  is  meant  by  quality  of  care. 

Defining  Quality  of  Care 

The  U.S.  Institute  of  Medicine  defines  quality  of  care  as  "the  degree  to  which  services  for 
individuals  and  populations  increase  the  likelihood  of  desired  healing  consistent  with  current 
professional  knowledge."60  This  definition,  however,  does  not  capture  the  interpersonal  aspect  of 
care  which  is  often  judged  as  most  important  to  elders.    * 

Quality  of  care  rests  on  a  multitude  of  factors  including  the  professional  skill  of  the  care 
provider,  the  availability  of  equipment  and  medicine,  the  structural  environment  in  which  the  care 
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is  provided,  the  number  of  care-takers,  and  so  forth.  Assessment  of  quality  of  care  can  be  broken 
down  into  three  different  approaches:  assessing  the  process  by  which  care  is  given,  assessing  the 
structure  under  which  care  is  provided,  and  assessing  the  outcomes  of  the  care.62  Each  offers 
information  on  different  elements  of  the  care,  and  a  combination  of  approaches  is  often  valuable. 

Quality  of  Life 

Quality  of  life  is  a  concept  that  is  closely  related  to  quality  of  care  but  is  distinct  in  a  number  of 
ways.  Whereas  quality  of  care  involves  technical  aspects  that  patients  may  not  have  the 
knowledge  to  evaluate,  quality  of  life  assessment  is  a  value  judgment  best  determined  by  patients 
themselves.  It  involves  the  concepts  of  dignity  and  self-determination.      It  is  possible  that  striving 
for  quality  of  care  could  result  in  the  diminution  of  quality  of  life. 

Monitoring  of  Quality  of  Care 

Both  the  Commonwealth  and  the  federal  government  have  a  role  in  monitoring  the  quality  of 
care  of  long-term  care  services.  Much  of  the  monitoring  is  done  through  licensing,  certification, 
and  surveying  of  providers. 

In  Massachusetts,  the  Division  of  Health  Care  Quality  (DHCQ)  of  the  Department  of  Public 
Health  licenses  and  certifies  approximately  6,000  health  and  long-term  care  facilities,  including 
hospitals,  nursing  homes,  rest  homes,  home  health  agencies,  hospices,  and  rehabilitative  services. 
DHCQ  is  also  charged  with  investigating  serious  incidents  and  complaints  against  health  care 
facilities,  such  as  substandard  care,  patient  abuse,  and  neglect.  In  order  to  evaluate  the  quality  of 
care  provided  in  Massachusetts'  nursing  facilities,  the  DHCQ  inspects  nursing  homes  every  nine  to 
fifteen  months  for  compliance  with  federal  standards  of  care.  The  survey  looks  at  nursing  care, 
staffing,  resident  rights,  food  preparation,  cleanliness,  and  structural  safety. 

Monitoring  the  quality  of  care  in  community  settings  is  more  difficult  for  a  number  of  reasons. 
First,  the  care  may  be  given  in  the  patient's  home  where  the  providers  do  not  have  control  overthe 
setting,  making  it  unreasonable  and  undesirable  to  require  adherence  to  the  same  fire  and  building 
codes  required  of  an  institutional  setting.  Second,  care  may  be  provided  by  a  variety  of  caregivers 
including  informal  caregivers,  making  it  more  difficult  to  determine  responsibility  for  sub-quality 
care.  Finally,  monitoring  care  through  site  visits  to  individuals'  homes  is  extremely  expensive. 
Thus,  effective  and  cost  efficient  methods  of  insuring  the  quality  of  long-term  care  will  require 
innovative  and  flexible  methods  that  adapt  to  the  new  locations  and  forms  of  delivery  of  care. 

XI.  WORKFORCE  ISSUES 

Direct-care  workers 

Direct-care  workers,  including  nurse  aides,  home  health  aides,  personal  care  attendants, 
homemakers,  and  other  paraprofessional  workers,  are  key  players  in  the  delivery  of  health  care  and 
other  long-term  care  services.  These  workers  provide  most  of  the  paid  institutional  and 
community-based  care  needed  by  disabled  persons.  Direct-care  workers  provide  help  with  some 
of  the  most  basic  needs  of  patients,  such  as  bathing,  eating,  housekeeping,  taking  medications,  and 
changing  bandages.  The  help  of  such  workers  is  fundamental  to  quality  of  care  and  preserving  the 
dignity  of  those  who  must  rely  on  others. 
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Industry  growth  and  labor  shortages 

The  U.S.  Bureau  of  Labor  projects  that  between  1996  and  2006  direct  care-work  will  be  among 
the  top  1 0  occupations  with  the  largest  and  fastest  job  growth.64  In  Massachusetts,  the  number  of 
nurse  aides/orderlies  is  expected  to  increase  nearly  28%  between  1 996  and  2006,  from  38,080  to 
46,740  workers.  The  number  of  home  health  aides  is  expected  to  increase  nearly  74%  over  the 
same  time  period,  from  15,740  to  27,340  workers. 

Massachusetts  is  currently  experiencing  a  shortage  of  direct  care  workers  in  home  health 
agencies  and  nursing  homes.66  Shortages  are  attributable  to  low  unemployment  rates,  recruiting 
difficulties,  and  high  turnover  rates.  Other  job  factors  that  may  contribute  to  labor  shortages 
include  low  wages,  the  lack  of  career  path,  the  physically  demanding  nature  of  the  work,  the  lack 
of  opportunity  for  meaningful  input  into  patient  care,  inadequate  recognition  and  appreciation,  and 
inadequate  exposure  to  realistic  job  demands  during  training.67  As  a  result,  half  of  all  providers 
have  resorted  to  using  expensive  temporary  agency  staff  to  compensate  for  the  labor  shortage.  Use 
of  such  staff  has  been  shown  to  be  more  expensive  and  of  lower  quality.68  Use  of  overtime  has 
skyrocketed  as  a  consequence  of  asking  employees  to  work  longer  hours  in  response  to  the  labor 
shortage.  From  1998  to  1999,  overtime  hours  increased  from  5.9%  of  total  hours  to  7.5%  of  total 
hours.  The  Massachusetts  Extended  Care  Federation  estimates  that  the  use  of  overtime  represents 
a  labor  cost  increase  of  $23  million.69 

X.  CONSUMER  BEHAVIOR  AND  PREFERENCES 

Consumer  decision-making 

Patients,  including  elders,  are  increasingly  being  viewed  as  consumers  of  health  care.  As  a 
result,  patient  participation  in  decision-making  is  being  encouraged  in  order  to  provide 
individualized  care.70  Elders  vary  to  the  extent  that  they  wish  to  be  involved  in  health  care 
decision- making.71  Some  want  their  preferences  to  be  central  in  the  decision-making  process, 
while  others  feel  that  their  providers  and  family  members  will  make  the  right  decisions  for  them. 
This  fact  especially  holds  when  the  elder  does  not  understand  technical  complexities  or  is  too 
fatigued  or  ill  to  participate  in  decision-making.7'   Elders  have  also  voiced  having  unmet 
informational  needs.  Some  say  they  would  like  to  have  a  role  in  decision-making,  but  are  unable 
to  fulfill  this  role  due  to  lack  of  information.  As  a  result,  they  may  rely  on  others  to  take  a  lead 
role  in  decision-making. 

Decisions  about  treatment,  health  promotion,  and  illness  prevention  occur  within  a  cultural 
context  that  is  influenced  by  community,  family,  ethnicity,  and  socio-cultural  factors.  With  the 
growth  of  the  population  of  minority  elders,  recognition  of  the  cultural  influences  on  the  decision- 
making process  will  be  necessary. 

Consumer  preferences  and  needs 

Living  arrangements:  Worldwide,  there  is  a  preference  against  institutionalization. 
Consumers  prefer  normal  living  arrangements  that  provide  community  participation  and 
integration,     as  well  as  less  restrictive  residential  settings.76  Additionally,  m  any  consumers  prefer 
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to  live  alone,  and  do  not  want  to  be  a  burden  on  their  children. 
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Role  of  family  in  care:  Estimates  show  over  25  million  family  caregivers  in  America,  about 
three  quarters  of  whom  are  women.  Caregiver  burden  is  a  major  i  ssue  for  them  in  terms  of  their 
ability  to  handle  the  stress  of  providing  care  along  with  other  family  and  professional 
responsibilities.  There  is  also  the  issue  of  lost  career  opportunities  and  wages.  Sixty-one  percent 
of  family  caregivers  providing  at  least  21  hours/week  of  care  have  suffered  from  depression. 
Significantly,  many  elders  enter  nursing  homes  due  to  caregiver  burnout  rather  than  to  the 
worsening  of  the  older  person's  medical  status.78  Some  elderly  caregivers  need  help  to  provide 
care  in  the  form  of  temporary  relief,  outside  help,  training,  or  a  combination  of  the  three.7    Family 
members  often  remain  fully  involved  after  their  relative  has  been  admitted  to  a  facility.  Family 
involvement  in  nursing  home  decision-making  individualizes  care  and  provides  a  continuing  link 
to  the  elder's  personal  history  and  preferences.80 

Types  of  treatment:  Alternative  medicine  and  end-of-life  issues  are  two  areas  that  are 
receiving  increasingly  more  attention  today.  There  is  a  growing  use  of  alternative -medicine 
techniques.  Advanced  care  planning  helps  consumers  formulate  and  communicate  preferences 
for  future  medical  care.82  The  Patient  Self- Determination  Act  (PSDA)  of  1991  focuses  on  the  right 
of  patients  to  be  involved  in  decision- making  and  on  the  use  of  written  advanced  directives.  After 
implementation  of  the  PSDA,  there  was  a  modest  increase  in  the  documentation  of  living  wills,  but 
orders  to  forego  artificial  hydration  remained  the  same.  A  substantial  increase  occurred  with  Do 
Not  Resuscitate  orders  in  Massachusetts. 

X.  CONCLUSION 

The  dramatic  growth  in  the  elderly  population  raises  significant  challenges  for  the 
Commonwealth  in  how  we  pay  for  and  provide  long-term  care  services.  As  the  largest  source  of 
payment  for  long-term  care,  the  Commonwealth  has  a  major  stake  controlling  costs  and 
developing  other  payment  sources.  It  also  has  an  opportunity  to  restructure  the  delivery  system  to 
make  it  responsive  to  both  the  needs  and  preferences  of  consumers.  However,  in  order  to  respond 
to  the  increased  needs,  the  Commonwealth  must  invest  in  planning  for  the  future. 
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The  Gerontology  Institute  at  the  University  of  Massachusetts  Boston  addresses  social  and 
economic  issues  associated  with  population  aging.  The  Institute  conducts  applied  research, 
analyzes  policy  issues,  and  engages  in  public  education.  It  also  encourages  the  participation  of 
older  people  in  aging  services  and  policy  development.  In  its  work  with  local,  state,  national  and 
international  organizations,  the  Institute  has  four  priorities:  1)  productive  aging,  that  is, 
opportunities  for  older  people  to  play  useful  social  roles;  2)  health  care  for  the  elderly;  3)  long- 
term  care;  and  4)  economic  security  for  older  people.  The  Institute  pays  particular  attention  to  the 
special  needs  of  low-income  and  minority  elderly. 

Established  in  1 984  by  the  Massachusetts  Legislature,  the  Gerontology  Institute  is  a  part  of 
the  University  of  Massachusetts  Boston.  The  Institute  furthers  the  University's  commitment  to  the 
study  and  development  of  social  policy  on  aging,  and  it  supports  its  educational  programs  in 
Gerontology,  which  are  in  the  College  of  Public  and  Community  Service.  One  of  these  is  a 
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which  students  administer  a  large  telephone  survey.    An  advanced  certificate  program  is  also 
supported  by  the  Institute;  its  in-depth  courses  focus  on  specific  policy  issues. 

The  Institute  also  publishes  iheJournal,  a  scholarly,  peer-reviewed  quarterly  journal  with 
an  international  perspective. 

Core  funding  for  the  Gerontology  Institute  is  provided  by  the  Massachusetts  Legislature. 
Major  projects  are  funded  through  grants  and  contracts. 

For  more  information,  visit  the  University  of  Massachusetts  Boston's  web  site: 
www.umb.edu  or  email:  gerontology@umb.edu. 
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Health  Care  Finance  Working  Group 
Long  Term  Care  -  Draft  of  June  25,  2001 


Overview 


Last  July,  the  Finance  Working  Group  submitted  a  report  on  the  financial  condition  of  nursing 
facilities.  This  report  revisits  that  issue,  presents  updated  financial  and  related  information, 
reviews  recent  changes,  and  summarizes  the  Working  Group's  discussions  about  the  broader 
long  term  care  continuum,  including  home  and  community-based  providers.  It  also  considers  the 
relationship  between  financial  condition,  quality  of  care  and  access  to  services. 

The  Working  Group  acknowledges  that  long  term  care  has  appropriately  been  an  area  of 
increasing  focus  for  the  Commonwealth.  Through  the  efforts  of  the  Vision  2020  Task  Force, 
the  Executive  Order  421  effort  undertaken  by  state  agencies,53  the  Health  Care  Task  Force,  and 
other  initiatives  (such  as  the  Pharmacy  Advantage  program),  the  Commonwealth  has  devoted 
increased  attention  and  resources  to  institutional  and  community-based  long  term  care  needs. 
Long  term  care  needs  must  be  balanced  with  other  health  care  concerns  and  with  non-health- 
related  public  policy  goals.  The  Working  Group  acknowledges  the  broader  context  in  presenting 
this  report. 

During  the  last  several  weeks,  the  Working  Group  has  heard  presentations  by  and  had 
discussions  with  representatives  of  nursing  facilities,  assisted  living  facilities,  home  health  care 
providers,  adult  day  health  providers,  the  Division  of  Medical  Assistance,  the  Department  of 
Public  Health,  the  Division  of  Health  Care  Finance  and  Policy  and  the  Executive  Office  of  Elder 
Affairs. 

The  Group  has  approached  long  term  care  with  two  major  questions:  Is  there  a  crisis?  And,  are 
we  doing  as  well  as  we  could  be  doing  with  the  resources  we  are  spending?  In  summary,  the 
Group  has  serious  concerns  but  did  not  identify  a  crisis.  Given  likely  constraints  on  future 
resources  and  increases  in  future  needs,  the  Group  believes  we  need  to  find  ways  to  do  better 
with  the  resources  we  devote  to  long  term  care  in  the  future.  In  considering  these  questions,  the 
Group  looked  at  five  main  aspects  of  long  term  care: 

1.  Capacity  -  In  general,  the  overall  capacity  of  the  system  appears  adequate  to  handle  current 
demand  (at  least  as  expressed  through  patients  who  come  forward  to  request  care),  with  the 
caution  that  in  certain  parts  of  the  state,  access  to  nursing  facility  beds  could  become  a  problem  if 
more  facilities  close. 

2.  Quality  -  Though  quality  of  care  is  generally  good,  there  are  concerns  and  problems  related  to 
staffing  difficulties,  and  quality  should  be  monitored  closely.  The  Working  Group  is  concerned 


52  The  Vision  2020  Task  Force  was  created  and  led  by  Senator  Richard  Moore  and  then-Representative,  now 
Senator  Harriette  Chandler  to  examine  and  plan  for  the  Commonwealth's  long  term  care  needs  for  the  future. 

53  Executive  Order  421  directed  the  Executive  Office  of  Health  and  Human  Services,  the  Executive  Office  of  Elder 
Affairs  and  the  Office  of  Consumer  Affairs  and  Business  Regulation  to  study  and  plan  for  the  next  five  years  of  long 
term  care  service  needs. 
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that  some  nursing  homes  may  not  have  enough  money  or  staff  to  provide  quality  care,  but  the 
evidence  on  this  point  is  not  as  strong  as  the  Group  would  like. 

3.  Financing  -  The  results  of  the  group's  examination  of  financing  issues  are  mixed.  Though 
the  situation  does  not  appear  to  be  worse  for  nursing  facilities  in  the  aggregate  than  it  was  last 
year,  margins  are  still  negative  for  many  facilities.  The  bulk  of  the  report  focuses  on  this  issue. 

4.  Oversight  -  While  generally  adequate,  monitoring  and  oversight  of  quality  and  financial 
conditions  should  be  increased  with  respect  to  nursing  facility  chains  coming  out  of  bankruptcy. 
Certain  additional  oversight  measures,  such  as  collecting  audited  financial  information  from 
nursing  facilities,  should  be  considered,  although  it  is  important  to  weigh  their  usefulness  against 
the  costs  they  might  impose. 

5.  Administration  -  Many  parties  in  the  state  have  a  role  in  long  term  care  financing,  regulation, 
monitoring  and  administration.  Greater  coordination  would  improve  each  of  those  functions  and 
facilitate  planning  efforts. 

6.  Future  Needs  -  The  Group  is  concerned,  looking  into  the  future,  that  public  and  private 
resources  will  not  be  adequate  to  support  the  system  as  it  is  now.  Although  we  are  managing 

with  the  system  now,  trends  point  towards  increased  demand  in  the  future. 

i 

Nursing  Facilities 

In  its  report  last  year,  the  Working  Group  expressed  concern  about  worsening  financial 
conditions  among  nursing  facilities  and  recommended  an  approach  of  targeted  assistance  and 
intervention.  An  important  aspect  of  the  original  report  was  a  concern  that  bankruptcies  of 
national  nursing  facility  chains  resulted  in  part  from  high  debt  costs  caused  by  the  high  prices 
they  paid  for  facilities  and  investments  in  high-end  care  that  did  not  yield  anticipated  revenue. 
While  we  felt  those  costs  should  not  necessarily  be  reimbursed  by  the  state,  we  were  concerned 
that  widespread  closures  could  lead  to  access  problems. 

The  most  recent  evidence  suggests  that  there  has  been  marginal  improvement  in  financial 
conditions  overall.  However,  we  have  not  yet  seen  the  full  effect  of  the  chain  bankruptcies. 
Although  some  of  the  chains  are  closing  facilities  in  some  states,  we  have  not  heard  of  plans  to 
close  many  Massachusetts  facilities.  Our  hope  is  that  with  continued  reasonable  rate  increases 
and  the  emergence  of  chains  from  bankruptcy  in  accordance  with  reorganization  plans,  the 
nursing  facility  industry  may  be  headed  for  increasing  stability  in  another  year  or  two. 
Nonetheless,  the  industry  still  should  be  monitored  closely,  particularly  in  parts  of  the  state 
where  access  could  become  a  problem.  We  still  believe  targeted  intervention,  in  addition  to 
reasonable  rate  increases,  may  be  necessary  in  the  short  run. 


Long  Term  Care  in  the  Long  Run 
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The  Working  Group  is  concerned  about  the  financing  and  structure  of  delivering  long  term  care 
services  over  the  long  run.  The  Group  foresees  increasing  demand  for  long  term  care  services 
and  continued  increases  in  the  cost  of  providing  those  services.  Factors  driving  these  trends 
include  advances  in  pharmacology,  medical  technology  and  treatment  that  enable  people  to 
remain  outside  institutional  care  settings  longer  than  they  could  have  in  the  past.  Often,  these 
people  need  supportive  services  in  the  community.  As  community  options  expand,  lighter  care 
patients  leave  (or  don't  enter)  nursing  homes,  and  those  with  the  most  intensive  needs  become 
concentrated  in  facilities.  Consequently,  cost  per  patient  day  in  nursing  facilities  rises  for  the 
patients  who  remain  and  require  more  intensive  care.  At  the  same  time,  the  disintegration  and 
geographic  dispersion  of  traditional  extended  families  has  decreased  the  availability  of  informal 
family  supports  for  elders  as  they  require  more  of  that  support.  Full  employment  and  tighter 
immigration  restrictions  have  also  reduced  the  supply  of  workers  available  to  provide  that 
support  through  paid  work. 

Unlike  other  segments  of  the  health  care  sector,  nursing  facilities  are  heavily  dependent  on  the 
state  Medicaid  program.  This  situation  is  at  least  in  part  a  result  of  public  policy  decisions  that 
have  made  it  difficult  for  people  to  qualify  for  Medicaid  services  unless  they  have  a  high  level  of 
clinical  need.  As  a  consequence,  when  people  do  require  institutional  care,  they  generally  need  a 
more  intensive  (and  expensive)  level  of  care  than  in  the  past  and  exhaust  their  private  resources 
quickly.  People  who  require  light  levels  of  assistance  may  exhaust  private  resources  on 
community  care  before  coming  to  a  facility  when  their  care  needs  increase.  Private  resources 
tend  to  be  used  and  in  some  cases  exhausted  often  in  private  homes,  where  the  private  resources 
never  even  appear  in  the  state's  analysis  of  long  term  care  resources. 

Given  the  fact  that  state  funds  will  always  be  limited,  and  given  the  pressures  on  demand,  it  is 
necessary  to  find  ways  to  promote  creative  alternatives  that  will  provide  more  public  and  private 
resources  to  support  community-based  and  institutional  long  term  care.  We  need,  and  do  not 
have,  an  affordable  and  accessible  system  of  long-term  care  financing  across  a  continuum  of 
settings.  This  is  not  a  new  challenge,  and  it  remains  as  difficult  as  it  has  been  for  the  many 
decades  public  policy-makers  have  struggled  with  it.  It  is  also  more  important  than  ever.  The 
Working  Group  supports  the  creation  of  a  special  commission  to  study  the  future  of  long  term 
care  in  the  Commonwealth,  as  provided  for  in  both  the  House  and  Senate  budgets. 

The  report  first  outlines  institutional  providers'  problems,  possible  causes  and  policy  options.  It 
then  addresses  non-institutional  providers'  problems,  possible  causes  and  policy  options. 
Finally,  it  considers  system-wide  concerns  and  policies. 

I.  Institutional  Providers 

A.         Problems. 

The  financial  condition  of  nursing  facilities  in  Massachusetts  continues  to  be  weak.  Margins 
dipped  further  in  1999,  particularly  for  the  least  profitable  quartile  of  facilities,  but  improved  in 
2000  to  1998  levels54.  Total  profit  margins,  in  the  aggregate,  have  increased  very  slightly;  the 


54  2000  data  include  those  cost  reports  processed  by  the  Division  of  Health  Care  Finance  and  Policy  as  of  June  1  and 
represent  approximately  85-90%  of  the  nursing  facilities  in  the  state. 
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percentage  of  facilities  losing  money  has  decreased  slightly  from  56%  in  1999  to  52%  in  2000. 
Approximately  15%  of  facilities  are  now  owned  by  parent  corporations  in  bankruptcy,  as 
opposed  to  25%  when  we  reported  last  summer.55  A  number  of  nursing  facilities  are  at  risk  of 
closure.  It  would  take  approximately  $236  million  to  bring  all  facilities  to  a  break-even  point, 
based  on  the  2000  data  included  in  this  report.  Profit  margins  vary  greatly:  some  facilities  are 
doing  well,  and  many  others  -  particularly  those  owned  by  companies  that  are  in  bankruptcy  - 
are  doing  poorly.    (Figures  1-6.)  There  are  also  non-bankrupt  homes  that  are  losing  money, 
which  deserve  scrutiny  out  of  concern  that  quality  problems  may  arise. 

Providers  across  the  board  continue  to  experience  difficulty  attracting  and  retaining  staff.  This 
may  register  in  a  nursing  home's  financial  problems  and  may  cause  quality  problems.  Staffing 
issues  are  therefore  of  the  greatest  importance  and  merit  continuous  monitoring.  Nursing 
facilities  rely  increasingly  on  temporary  nursing  pools  to  fill  vacant  positions  and  shifts 
necessary  to  provide  adequate  care.  (Figure  7.)  Although  state  action  taken  since  our  last  report 
has  helped,  including  enactment  of  a  wage  pass-through  for  certified  nursing  assistants  and 
limitations  on  the  rates  temporary  nursing  pools  may  charge  for  temporary  staff,  workforce 
problems  persist. 

Quality  deficiencies  identified  by  the  Department  of  Public  Health  investigators  have  increased 
over  the  last  several  years,  although  they  appear  to  have  leveled  off  somewhat  in  recent  months. 
(Figure  8.)  Complaints  relating  to  nursing  care  also  remain  high,  possibly  as  a  result  of  the 
staffing  problems  identified  above.  (Figures  9  -10.)  The  Working  Group  believes  that 
deteriorating  quality  of  care  as  a  result  of  staffing  difficulty  continues  to  be  a  problem. 

The  Working  Group  has  not  identified  a  statewide  access  problem  with  respect  to  nursing  facility 
services,  although  there  are  a  limited  number  of  areas  where  low  numbers  of  available  beds  will 
probably  cause  access  problems  in  the  event  of  more  closures  in  these  areas.  (Figures  11-14- 
Maps).  In  general,  occupancy  rates,  which  declined  from  1992  to  1999,  began  to  increase 
somewhat  in  the  last  year.  Overall,  the  occupancy  rate  for  the  state  stood  at  91%  in  2000. 
(Figures  15-16)  The  decline  in  occupancy  rates  during  much  of  the  1990's  resulted  from 
declining  census  as  alternative  services  such  as  assisted  living  and  home  based  services  became 
more  available,  coupled  with  a  slow  increase  (and  more  recently,  slight  decrease)  in  the  number 
of  licensed  beds.  (Figures  17-22.)  The  closing  of  a  number  of  facilities  in  the  last  few  years  has 
helped  reduce  much  of  the  excess  capacity  and  there  is  now  a  growing  sense  that  overall, 
capacity  is  closer  to  an  appropriate  level  for  the  short  term.  Nevertheless,  the  rate-setting 
formula  for  the  state  Medicaid  program,  which  is  the  dominant  payer  for  nursing  facility 
services,  still  assumes  that  96%  occupancy  is  optimal.  Facilities  that  fall  below  this  level  are 
penalized  in  their  reimbursement  rate.  The  Working  Group  is  concerned  that  Medicaid's 
"appropriate  occupancy  rate"  may  be  too  high.  Nursing  facilities  currently  treat  larger  numbers 
of  short-term  rehabilitation  patients  who  have  higher  turnover  rates,  so  the  need  for  slack 
capacity  to  handle  this  greater  fluctuation  in  demand  has  increased. 


5  This  change  is  due  largely  to  the  emergence  of  Vencor,  Inc.,  now  called  Kindred  Healthcare,  Inc.,  which  owns 
approximately  35  facilities  in  Massachusetts,  from  Chapter  1 1  earlier  this  spring.  The  lasting  effects  of 
Vencor/Kindred's  restructuring  (such  as  effects  on  administrative  and  capital  costs  and  on  quality  of  care)  remain  to 
be  seen.  Of  the  65  facilities  still  in  bankruptcy,  28  are  owned  by  Sunbridge.  If  Sunbridge  were  to  come  out  of 
bankruptcy,  or  to  sell  all  of  those  facilities,  the  bankruptcy  rate  would  be  down  to  8%. 
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B.         Analysis  of  Possible  Causes 

1.  Revenue. 

As  the  Working  Group  previously  reported,  many  factors  contribute  to  poor  financial 
performance  by  nursing  facilities.  The  Balanced  Budget  Act  of  1997  (BBA)  reduced  nursing 
facilities'  Medicare  revenue  considerably  and  changed  the  method  by  which  Medicare 
reimburses  for  physical  and  occupational  therapy  and  other  ancillary  services.  The  American 
Health  Care  Association  estimates  that  BBA  "give-back"  measures  have  returned  approximately 
$81  million  in  Medicare  revenue  to  Massachusetts  nursing  facilities,  but  Medicare 
reimbursement  remains  substantially  below  levels  projected  prior  to  the  BBA.  (Figures  23-24) 

Working  Group  members  disagree  with  one  another  about  the  relative  contributions  of  (a)  the 
low  (and  decreasing)  level  of  private  revenue,  (b)  lower  Medicare  reimbursement,  arid  (c) 
inadequate  Medicaid  rates  in  harming  nursing  facility  financial  margins.  Medicaid  payment 
levels,  in  the  aggregate,  may  contribute  to  the  financial  problems  of  nursing  facilities,  although 
the  appropriate  level  of  Medicaid  rates  is  difficult  to  determine  and  requires  further  study. 
Working  Group  members  agree  that  Medicaid  payment  levels  should  be  high  enough  to  provide 
revenue  sufficient  to  maintain  an  efficient,  well-run  facility  and  that  provides  safe,  adequate  and 
dignified  care  for  Medicaid  patients.  Working  Group  members  also  agree  that  Medicaid  should 
not  pay  for  additional  costs  some  facilities  have  (or  may  have)  incurred  investing  in  more    . 
expensive  services  used  primarily  by  Medicare  patients  (who  generally  require  more  intensive 
care)  or  in  higher-end  amenities  to  attract  privately  paying  residents.  Facilities  that  made  those 
kinds  of  investments  created  more  expensive  cost  structures  than  would  be  required  to  serve  only 
Medicaid  patients.  Because  anticipated  Medicare  and  private  revenue  have  failed  to  materialize, 
those  facilities  have  been  left  with  high  fixed  costs,  dependent  on  a  Medicaid  payment  stream 
that  is  not  designed  to  pay  for  many  of  those  costs. 

The  situation  is  further  complicated  by  the  fact  that  traditionally  at  many  nursing  homes,  private 
payments  helped  to  sustain  quality  of  care  when  Medicaid  payments  were  lower  than  average 
cost.  This  can  be  seen  as  the  privately  paying  patient  subsidizing  his  or  her  care  over  time, 
because  after  his  or  her  private  resources  are  exhausted,  the  care  is  paid  for  by  Medicaid  at  a 
lower  level.  As  fewer  privately  paying  patients  enter  facilities,  opportunities  for  cross- 
subsidization  decrease. 

The  Working  Group  understands  that  the  state  is  moving  toward  a  standard  Medicaid  rate  system 
based  on  statewide  average  recognized  costs  rather  than  on  facility-specific  reported  costs,  and 
the  Group  supports  moving  toward  this  standard  pricing  approach.  It  is  important  that  standard 
prices  be  set  at  a  level  designed  to  yield  revenue  sufficient  to  support  an  efficiently-run  facility 
that  provides  safe,  adequate  and  dignified  care  for  Medicaid  enrollees.  Despite  the  soundness  of 
the  general  approach,  however,  certain  aspects  of  the  rate-setting  methodology  or  of  the 
transition  in  rate  systems  are  or  could  be  creating  problems.  First,  the  "occupancy  threshold," 
which  imposes  a  financial  penalty  on  facilities  with  occupancy  rates  below  96%  harms  many 
homes.  Although  occupancy  rates  statewide  are  starting  to  rise  as  more  homes  close,  the  96% 
level  is  still  only  attained  by  approximately  30%  of  facilities.  The  occupancy  threshold  appears 
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to  be  a  holdover  from  a  cost-based  reimbursement  system  and  is  less  appropriate  in  a  fully 
implemented  standardized  prospective  payment  system.  Retaining  the  threshold  and  penalty 
warrants  examination. 

Second,  during  the  transition  to  the  state's  new  "standard  rate"  system,  it  has  imposed  a  ceiling 
on  the  amount  by  which  the  rates  for  historically  low-cost  facilities  could  be  increased. 
Ironically,  this  has  resulted  in  an  inability  to  recognize  and  compensate  for  some  legitimate 
increases  in  operating  expenses,  such  as  nursing  staff,  for  facilities  that  are  generally  low  cost. 

Third,  the  "base  year"  of  costs  used  to  calculate  the  standard  payment  levels,  coupled  with  the 
inflation  adjustment  factor,  may  not  account  for  recent  significant  increases  in  necessary  costs 
such  as  staffing.  For  example,  discharges  from  hospitals  to  nursing  facilities  have  increased 
(Figure  28),  and  industry  representatives  have  said  that  patients  are  arriving  with  higher  levels  of 
care  needs  and  therefore  may  be  more  costly. 

2.  Cost  and  Management 

Representatives  of  the  industry  have  said  that  they  believe  a  high  percentage  of  Medicaid 
enrollees  in  a  facility's  patient  mix  is  the  most  significant  factor  leading  to  low  margins. 
However,  there  are  facilities  that  have  a  high  percentage  of  Medicaid  patients  that  have  survived 
well,  provided  their  occupancy  levels  have  remained  high.  In  fact,  a  study  conducted  for  the 
Working  Group  indicate  that  the  strongest  predictor  of  low  total  profit  margins  for  a  nursing 
facility  is  low  occupancy.  In  this  analysis,  occupancy  rate  explains  25%  of  the  variation  in  total 
profit  margin.  Other  significant  predictive  factors  of  low  total  profit  margins  include  high 
nursing  expenses  and  high  administrative  expenses  per  day,  high  percentage  of  Medicaid 
patients,  low  percentage  of  private  paying  patients  and  private  revenue,  and  low  casemix  (a 
measure  of  the  intensity  of  illness  of  the  facility's  patient  population).  (See  appendix  for  details 
of  this  analysis.) 

There  is,  at  least  potentially,  some  tension  between  maintaining  high  occupancy  by  attracting 
large  numbers  of  patients,  particularly  private  patients,  and  at  the  same  time  maintaining  low 
total  costs.  It  may  be  necessary  for  facilities  to  invest  in  extra  staff  or  other  expenses  to  attract 
residents.  Obviously,  facilities  with  low  occupancy  have  fewer  patients  over  whom  to  spread 
fixed  costs.  Managing  these  competing  priorities  has  likely  presented  problems  for  many 
facilities,  and  the  Working  Group  recognizes  the  tensions  inherent  in  balancing  these  competing 
demands. 

There  is  great  variation  in  costs  across  nursing  facilities.  Certainly  for  some,  high  administrative 
costs  or  high  capital  costs  cause  problems.  As  noted  above,  some  of  the  cost  problems  may 
result  from  investments  made  in  anticipation  of  Medicare  or  private  revenue  that  failed  to 
materialize. 

Lack  of  audited  financial  data,  plus  inevitable  inability  of  even  the  best  data  to  register  fully  a 
nursing  home's  financial  circumstances  -  and  the  causes  of  those  circumstances  -  limit  our 
analysis  and  suggested  responses. 
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C.         Options 

Many  forces  affecting  the  financial  condition  of  nursing  facilities  (and  other  providers)  and  the 
accessibility  of  services  are  beyond  the  state's  immediate  control.  Medicare  payment  policies 
and  general  economic  conditions  such  as  full  employment,  worker  shortages  and  interest  rates 
will  not  change  in  the  short  term  because  of  state  action.  The  main  tools  the  state  has  to  improve 
things  are  additional  state  funds  (through  the  Medicaid  rate,  special  loans  or  grants),  technical 
assistance  (which  would  also  cost  something  to  develop);  Medicaid  rate-setting  methods;  state- 
controlled  eligibility  rules;  and  state  regulatory  policy.  In  its  report  on  the  financial  condition  of 
nursing  facilities  last  summer,  the  Working  Group  outlined  three  broad  policy  options:  a  "hands 
off  approach,  an  industry-wide  "bail-out"  approach,  and  a  strategy  of  targeted  intervention.  The 
Group  recommended  the  last. 

During  the  last  year,  the  Commonwealth  has  enacted  substantial  increases  in  Medicaid  funding,  a 
wage  increase  "pass-through"  for  certified  nursing  assistants  in  nursing  facilities,  and  funding  of 
career  development  programs  for  direct  care  workers.  The  Department  of  Public  Health  brought 
an  additional  25  inspectors  on  board  during  fiscal  year  2000  and  has  added  another  13  in  fiscal 
year  2001  to  investigate  possible  quality  of  care  problems.  A  draft  report  by  several  state 
agencies  proposes  incremental  steps  toward  developing  increased  community  care  capacity  to 
enable  more  people  requiring  care  to  remain  in  the  community  longer.56 

In  broad  terms,  the  policy  options  with  respect  to  nursing  facilities  remain  the  same.  The 
Commonwealth  could  decide  that  it  has  done  enough  for  now  and  that  it  should  not  continue 
large  funding  increases  or  other  special  assistance  at  this  time.  Without  repeating  the 
observations  in  last  year's  report,  the  Working  Group  continues  to  believe  this  "hands  off 
option  is  unacceptable  because  the  risk  is  too  great  that  too  many  more  facilities  will  close  and 
that  quality  of  care  will  be  further  compromised.  If  we  do  nothing,  more  homes  will  close,  and 
we  will  probably  reach  a  point  where  the  system  has  less  capacity  than  is  needed. 

On  the  other  hand,  the  Commonwealth  could  step  in  with  large  funding  increases  aiming  to 
preserve  all  facilities  and  raising  them  all  to  break-even  levels.  Again  without  repeating  all  the 
observations  in  the  previous  report,  the  Group  continues  to  believe  that  this  "bail  out"  approach 
would  fail  to  recognize  important  variations  in  efficiency,  cost  and  quality  and  -  in  some  cases  - 
could  reward  bad  management  practices  and  fail  to  reward  good  ones.  Given  that  biggest 
statistical  predictor  of  low  margins  is  low  occupancy,  it  may  be  ill  advised  to  fund  losses  due  to 
the  inability  of  a  home  to  attract  residents.  Although  the  state  should  have  the  goal  of 
reimbursing  fairly  for  care  and  should  adopt  reasonable  and  regular  increases  in  reimbursement, 
the  Group  advises  against  a  strategy  of  raising  rates  across  the  board  to  cover  whatever  each 
facility  reports  as  its  costs  of  care. 

The  Group's  recommendation,  again,  is  to  pursue  reasonable  rate  increases  coupled  with  targeted 
and  strategic  support  of  long  term  care  providers  in  the  short  term,  as  well  as  additional  planning 
activities.  While  recognizing  that  the  Commonwealth  has  taken  action  pursuant  to  the 
recommendations  last  year,  the  Group  believes  that  further  action  is  required.  The  Working 


56  A  draft  of  the  report  being  prepared  pursuant  to  Executive  Order  421  recommends  a  variety  of  steps  to  increase 
community -based  care  options. 
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Group  has  discussed  a  number  of  interventions,  including  short  term  and  longer  term  strategies, 
outlined  below. 

Revisit  Medicaid  Rate-Setting  Method.  Certain  aspects  of  the  rate-setting  method  identified 
above  may  be  contributing  to  the  problem  that,  despite  substantial  increases  in  funding  over  the 
last  two  years,  Medicaid  rates  are  still  not  sufficient  to  sustain  many  nursing  facilities.  The  level 
of  the  occupancy  threshold,  the  ceiling  on  "total  payment  adjustment,"  the  base  year  of  costs 
recognized  and  the  adjustment  from  base  year  to  rate  year  costs  should  be  re-examined  to 
determine  whether  they  are  appropriate  in  the  current  climate.  A  more  comprehensive  approach 
would  be  to  contract  for  a  study  of  the  rate-setting  method  to  determine  whether  Medicaid  rates 
are  adequate  to  cover  the  costs  incurred  by  an  efficient  provider  to  provide  safe,  adequate  and 
dignified  care  to  Medicaid  patients.    The  contractor  should  also  be  asked  to  recommend  methods 
for  structuring  Medicaid  rates  to  include  incentives  for  provision  of  high  quality  care  and  for 
efficiency.  If  such  a  study  is  pursued,  however,  it  should  not  delay  action  to  address  the  specific 
factors  mentioned  above,  nor  should  it  delay  reasonable  rate  increases. 

Increase  Private  Resources.  As  noted  above,  members  of  the  Working  Group  disagree  on 
whether  the  expansion  of  private  revenue  in  the  long  term  care  industry  is  necessary  or  likely  to 
succeed,  but  some  believe  it  is  important  to  pursue.  (Figure  25)  One  way  to  bring  more  revenue 
to  offset  higher  cost  structures  would  be  to  allow  private  revenue  (for  example,  from  a  family 
member)  to  pay  for  amenities  above  the  level  reasonable  Medicaid  rates  would  cover  - 
something  current  federal  rules  do  not  allow.  Some  Working  Group  members  have  suggested 
that  allowing  private  payment  by  relatives  or  others  for  "extras"  would  help  defray  aspects  of 
higher  cost  structures  that  are  not  part  of  the  necessary  costs  incurred  by  an  efficient  provider  of 
Medicaid  services.  In  addition,  although  long  term  care  insurance  has  not  yet  proven  to  be  an 
effective  strategy  to  bring  in  much  more  private  financing,  mechanisms  such  as  long  term  care 
medical  savings  accounts,  reverse  mortgages  and  life  insurance  policies  that  allow  proceeds  to  be 
spent  on  long  term  care  prior  to  the  insured's  death  are  worth  exploring. 

Some  Working  Group  members  believe  that  the  restrictions  on  private  payments  to  supplement 
Medicaid  make  sense  on  the  grounds  that  if  partial  private  payments  were  allowed,  facilities 
would  discriminate  against  those  patient  who  cannot  afford  to  make  them,  and  that  if  such 
payments  were  permitted,  Medicaid  might  cut  back  on  its  payment  levels  and  facilities  would  not 
wind  up  with  any  additional  revenue. 

Regardless  of  their  views  on  the  merits  of  increasing  private  dollars,  Working  Group  members 
agree  that  it  is  important  to  find  ways  to  add  private  nonpaid  caregivers  to  the  long  term  care 
system  through  expanding  family  and  community  volunteer  programs,  including  innovative 
methods  of  doing  so. 

Increase  Monitoring.  As  noted  above,  the  effects  of  chain  bankruptcies  have  not  been  fully  felt. 
In  addition,  certain  regions  in  the  Commonwealth  appear  to  be  at  greater  risk  of  nursing  home 
bed  shortages  than  others  due  to  high  occupancy  rates  and  low  margins  among  facilities.  The 
Commonwealth  should  increase  monitoring  of  provider  financial  conditions,  occupancy  rates 
and  availability  of  alternative  services  in  those  regions.  It  should  monitor  closely  the  quality  of 
care  and  financial  condition  of  facilities  emerging  from  bankruptcy.  One  way  to  improve 
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monitoring  of  financial  status  would  be  to  require  nursing  facilities  to  submit  audited  financial 
statements  to  state  regulators,  just  as  hospitals,  community  health  centers,  and  many  other 
providers  do.  The  cost  of  adding  this  requirement  should  be  weighed  against  the  potential 
benefit. 

Provide  Technical  Assistance.  In  light  of  the  wide  variation  in  cost  and  quality  among  nursing 
facilities,  the  Commonwealth  may  want  to  identify  specific  examples  of  "model"  facilities  that 
are  low  cost,  provide  high  quality  care,  and  serve  a  high  percentage  of  Medicaid  enrollees.  These 
facilities  could  be  evaluated  to  determine  "best  practices"  and  could  be  followed  over  time  as 
"benchmark"  facilities.  Similarly,  it  may  make  sense  to  identify  examples  of  facilities  that  have 
persistent  problems  with  high  costs  to  determine  the  reasons  for  difficulty  and  to  offer  help  in 
reducing  costs.  One  option  could  be  for  the  state  to  develop  or  purchase  the  services  of  a  team  of 
expert  administrators  that  could  be  deployed  to  assist  facilities  in  reducing  administrative  costs 
and  improving  efficiency.  Another  option  would  be  to  offer  rate  enhancements  to  facilities  that 
demonstrate  low  administrative  costs  or  low  costs  overall,  and  high  quality;  or  to  facilities  that 
have  low  costs  but  also  low  margins  and  have  quality  problems. 

Improve  Coordination  of  Agency  Policy.  Representatives  of  various  long  term  care  providers 
have  asserted  that  policy  directives  from  different  state  agencies  sometimes  conflict  or  compete 
with  each  other.  For  example,  some  nursing  facility  representatives  believe  that  some  facility 
and  quality  requirements  imposed  by  the  Department  of  Public  Health  may  require  investments 
that  are  not  possible  under  the  Medicaid  rate.  Regulating  and  policing  are  vital  to  protecting 
patients,  but  are  a  complement  to  adequate  payment  and  cannot  substitute  for  adequate  payment. 
There  can  be  a  role  for  technical  assistance  and  continuous  quality  improvement  as  a 
complement  to  inspection  and  regulation  approaches.  The  Working  Group  supports  the  notion 
that  the  Commonwealth  should  pay  a  Medicaid  rate  commensurate  with  an  appropriate  level  of 
quality,  and  that  regulatory  requirements  should  be  coordinated  across  agencies  and  streamlined 
as  much  as  possible. 

Targeted  Financial  Assistance.  Targeted  financial  assistance  is  suggested  as  a  short  term  option 
only.  Regular  rates  should  be  sufficient  to  sustain  each  efficiently  operated  provider  of  quality 
care.  To  the  extent  possible,  appropriate  compensation  and  incentives  should  be  built  into  rate- 
setting  methodologies.  On  the  other  hand,  it  appears  that  at  this  time,  there  may  be 
circumstances  (for  example,  relating  to  problems  caused  by  the  transition  in  rate-setting  systems) 
that  warrant  special  intervention  to  preserve  low-cost,  high  quality  facilities,  or  to  preserve 
access  in  geographic  areas  where  occupancy  rates  are  high.  The  state  has  already  provided  such 
targeted  assistance  to  some  low-cost  providers  imperiled  by  aspects  of  the  rate  method  transition, 
in  order  to  preserve  access.  Any  action  in  this  area  needs  to  be  balanced  with  the  recognition 
that  intervening  to  "save"  one  facility  may  indirectly  "hurt"  other  facilities  because  they  will  not 
be  able  to  increase  their  occupancy  rates  as  they  might  have  if  the  "saved"  facility  had  closed, 
and  because  administrators  may  perceive  special  assistance  as  a  reward  for  ineffective 
management,  causing  morale  problems  and  possibly  creating  bad  incentives.  On  balance,  it  is 
better  to  save  a  needed  home  even  at  the  risk  of  introducing  unfairness,  particularly  in  the  short 
term. 
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Lifting  Regulator)-  Restrictions  on  New  Beds.  Because  the  statewide  average  occupancy  rate  in 
nursing  facilities  is  low,  the  Commonwealth  has  instituted  a  moratorium  on  new  beds  in  order  to 
preserve  existing  facilities.  To  ensure  access,  the  Commonwealth  should  consider  lifting  this 
moratorium  in  certain  geographic  areas  where  the  occupancy  rate  is  much  higher  than  this.  In 
order  to  encourage  construction  of  new  beds  in  such  areas,  rates  would  have  to  be  sufficient  to 
permit  a  return  on  the  investment  in  the  capital  structure. 

II.         Non-Institutional  Providers 

A.  Problems 

The  financial  conditions  of  many  or  most  home  health  care  providers  and  adult  day  health 
providers  are  tenuous.  Home  health  care  provider  representatives  assert  that  revenue  does  not 
cover  the  cost  of  care  in  general,  leaving  a  gap  of  $20-25  million  statewide.  They  point  to  a 
particular  problem  with  pediatric  home  care,  where  they  report  that  the  gap  between  cost  and 
reimbursement  is  approximately  $8  million.  They  also  reported  that  much  of  the  home  health 
care  prescribed  by  physicians  is  not  actually  delivered  due  to  staffing  shortages,  which  are 
arguably  associated  with  underpayment.  Continued  financial  viability  of  home  health  providers 
is  a  concern  for  those  needing  long  term  care  in  the  community,  and  also  for  everyone  who  may 
need  short-term  home  health  care.  Moreover,  because  total  margins  are  generally  low,  providers 
have  difficulty  obtaining  funding  for  capital  investments,  such  as  purchase  of  laptop  computers, 
which  could  increase  the  productivity  and  effectiveness  of  home  health  care  personnel.  (Figures 
26-28) 

Financial  viability  of  adult  day  health  providers  should  be  monitored  while  the  usefulness  and 
appeal  of  this  type  of  provider  -  from  both  patient  satisfaction  and  cost  effectiveness  viewpoints 
-  are  assessed  over  time.  Industry  representatives  reported  financial  difficulty,  but  systematic 
data  on  adult  day  health  providers  were  not  available  for  this  report. 

Access  to  community-based  long  term  care  services  is  hard  for  most  people  without  private 
resources,  due  at  least  in  part  to  limited  public  funding  and  complex  eligibility  rules  for  various 
programs.  The  Executive  Office  of  Elder  Affairs  offers  many  services  through  its  home  care 
programs  that  help  people  stay  more  safely  in  their  homes.  Still,  because  of  clinical  eligibility 
rules,  it  is  easier  for  many  people,  and  certainly  for  those  with  more  intensive  needs,  to  obtain 
public  support  for  nursing  facility  services  than  for  community-based  care  when  some  skilled 
care  services  -  or  heavy  care  -  are  called  for. 

B.  Analysis  of  Possible  Causes 

For  home  health  agencies,  Medicare  reimbursement  changes  resulting  from  the  BBA  included  an 
interim  payment  system  that  led  to  large  losses,  and  more  recently  to  a  new  prospective  payment 
system.  Because  Medicare  covers  approximately  50-60%  of  home  health  agency  patients 
(according  to  provider  representatives),  changes  in  Medicare  payment  policy  profoundly  affect 
finances.  Fortunately,  at  this  time,  industry  representatives  believe  that  the  new  PPS  system  is 
covering  costs  of  serving  Medicare  patients. 
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Low  Medicaid  reimbursement  rates  and  restrictive  service  eligibility  rules  are  cited  by  home 
health  and  adult  day  health  providers  as  contributing  to  their  financial  distress  and  to  problems 
Medicaid  enrollees  have  in  accessing  services.  The  Division  of  Health  Care  Finance  and  Policy 
is  in  the  midst  of  its  biennial  review  of  Medicaid  rates  for  both  home  health  and  adult  day  health 
providers. 

Medicaid  eligibility  rules  often  resemble  those  of  Medicare,  and  Medicare  has  restricted  clinical 
eligibility  for  home  health  services  to  those  with  relatively  intensive  needs.  Fears  of 
unaffordable  costs  if  eligibility  were  broader  help  explain  limitations  on  program  eligibility. 

C.         Options 

Medicaid  Rates  and  Rate-Setting  Method.  While  the  Working  Group  has  not  discussed  in  detail 
the  Medicaid  rates  paid  to  home  health  and  adult  day  health  providers,  it  seems  appropriate  to 
examine  those  rates  as  part  of  a  broader  evaluation  of  the  effectiveness  of  the  Commonwealth's 
policies  in  encouraging  cost-effective  long  term  care  along  a  continuum  of  service  levels  and 
locations. 

Eligibility  Rules.  Eligibility  rules  for  various  programs  administered  by  different  agencies  in  the 
Commonwealth  and  for  different  benefit  levels  within  those  programs  should  be  evaluated  to 
determine  whether  changes  can  or  should  be  made  to  facilitate  access  to  services  in  a  way  that 
promotes  the  provision  of  long  term  care  in  the  most  cost-effective  and  clinically  appropriate 
setting  -  in  the  community  wherever  possible  and  practical.  To  the  extent  federal  rules  lack 
flexibility,  the  state  may  choose  to  re-design  rules  for  state  programs  around  the  federal  rules  or 
seek  additional  waivers  of  federal  rules. 

Alternative  Payment  Arrangements  and  Provider  Relationships.  For  providers  that  serve  an 
especially  high  percentage  of  Medicaid  clients,  the  state  may  choose  to  explore  special 
contractual  relationships  that  allow  alternative  reimbursement  systems.  For  example,  home 
health  agencies  that  serve  a  high  number  of  Medicaid  clients  might  enter  into  a  special  provider 
arrangement  and  be  paid  under  a  prospective  payment  system  similar  to  the  one  instituted  by 
Medicare.  This  type  of  payment  system,  in  which  payment  is  provided  for  an  episode  of  care 
rather  than  on  a  retrospective  fee-for-service  basis,  could  help  providers  manage  cash  flow. 
Whether  payment  levels  would  have  to  be  raised  could  be  considered  as  part,  but  not  a  necessary 
part,  of  this  strategy. 

Developing  Community  Options  and  Reducing  Reliance  on  Facility  Care.  The  Group 
recommends  that  the  Commonwealth  explore  options  for  reducing  the  share  of  long  term  care 
given  in  nursing  homes  over  the  long  term  through  the  development  of  more  and  more  flexible 
community-based  care  options.  Different  models  of  care  could  be  pursued  through  pilot 
programs  and  those  that  work  well  can  then  be  developed  further.  The  Commonwealth  should 
encourage  experimentation  and  innovation  in  the  development  of  new  models. 


57  One  effort  already  underway  in  this  area  is  the  Senior  Care  Options  or  "SCO"  program  being  developed  by  the 
Division  of  Medical  Assistance  and  the  Executive  Office  of  Elder  Affairs  in  which  Medicare  and  Medicaid  funds  for 
people  eligible  for  both  programs  may  be  combined  to  leverage  the  services  available  to  program  participants. 
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III.       Broad  Policy  Issues 

As  noted  in  the  Working  Group's  report  last  summer,  Massachusetts  relies  more  heavily  on 
nursing  facilities  for  long  term  care  than  many  other  states,  and  more  than  the  national  average. 
(Figures  29-30)  Given  the  stated  preference  of  most  people  to  live  in  the  community,  it  makes 
sense  to  promote  the  development  of  cost-effective  community  care  models  accessible  to  those 
relying  on  either  private  or  public  payment  mechanisms.  Over  time,  this  strategy  should  enable 
more  people  to  stay  in  the  community  and  decrease  the  Commonwealth's  overall  dependence  on 
nursing  facilities.  At  the  same  time,  we  recognize  that  there  has  been  much  talk  but  little  success 
in  this  effort  over  the  last  four  decades.  This  speaks  to  the  difficulty  of  the  problem. 

Potential  pitfalls  in  that  strategy  include  the  fact  that,  without  family  help  to  supplement 
professional  community  supports,  home  care  is  often  costlier  than  facility  care,  particularly  for 
people  with  moderate  to  severe  disabilities.  Also,  some  Working  Group  members  anticipate  that 
expanding  publicly  supported  community-based  care  may  result  in  decreased  availability  of 
private  or  family  care,  and  thus  may  not  expand  the  level  of  care  now  being  provided  but  only 
shift  a  greater  percentage  of  the  burden  to  the  state.  Moreover,  if  more  care  is  available  in  the 
community,  facilities  will  become  devoid  of  people  with  less  intensive  needs  as  they  are  able  to 
stay  in  or  return  to  the  community  -  with  the  result  that  facilities  provide  increasingly  intensive 
care,  at  increasingly  high  cost.  Increasing  the  availability  of  community-based  care,  increasing 
the  public  and  private  resources  available  to  support  that  care,  and  making  sure  the  entire 
continuum  remains  affordable  will  require  unprecedented  innovation  and  creativity. 

The  Working  Group  believes  that  the  following  principles  should  guide  policy  development  and 
intervention  strategies  for  the  short  term  and  the  long  term: 

People  in  need  of  long  term  care  services  should  be  able  to  obtain  those  services  in  the  least 

costly  setting  appropriate  to  their  needs.  Where  possible,  people  should  also  be  able  to  obtain 

care  in  community-based  settings,  and  should  be  able  to  obtain  services  at  the  level  of  intensity 

most  appropriate  to  their  needs. 

To  the  extent  possible,  the  amount  of  private  (i.e.,  nongovernmental)  resources  -  of  both  time 

and  money  -  for  long  term  care  should  be  increased. 

If  private  revenue  for  long  term  care  is  increased,  government  should  not  perpetuate  or  increase 

cost-shifting,  which  may  mask  the  true  cost  of  care,  and  should  make  efforts  to  identify  the 

necessary  costs  of  efficiently  provided  care. 

Expanding  eligibility  for  services  without  expanding  funding  to  pay  for  more  services  is  not 

helpful  and  should  be  avoided. 

The  patchwork  of  different  programs,  eligibility  rules,  and  funding  streams  should  be  simplified 

and  reformed  to  further  the  goal  of  principle  number  one. 

Innovations,  pilot  projects  and  multiple  solutions  are  likely  to  be  required;  there  will  not  be  a 

"single  solution"  to  making  long  term  care  more  cost  effective  and  more  affordable  and 

available. 
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Conclusion 

To  summarize: 

The  Working  Group  recommends  continued  use  of  a  standard  pricing  method  for  nursing  facility 

services,  and  in  the  short  term,  some  targeted  intervention  to  assist  high  quality,  low-cost 

providers  in  need,  particularly  in  areas  where  access  may  become  a  problem  if  more  facilities 

close  and  where  facilities  have  been  harmed  by  transitional  payment  rules.  This  targeted 

intervention  would  be  in  addition  to  reasonable  rate  increases  for  the  industry  as  a  whole. 

The  Group  also  recommends  review  of  the  Medicaid  rate  methodology  for  nursing  facilities  and 

other  long  term  care  providers. 

While  recognizing  competing  priorities,  the  Working  Group  also  recommends  increasing 

concentration  on  and  investment  in  community-based  systems  of  care,  as  well  as  continuous  and 

intensive  monitoring  of  nursing  facility  financial,  quality  and  access  conditions. 

The  Commonwealth  should  monitor  closely  the  effects  of  reorganization  plans  of  national  chains 

as  they  emerge  from  bankruptcy. 

Although  we  are  hopeful  about  signs  of  increasing  stability,  return  to  a  more  stable  system  for 
long  term  care  will  not  occur  in  short  order.  The  Commonwealth,  long  term  care  providers, 
communities  and  citizens  should  commit  to  a  longer  process  to  ensure  appropriate  long  term  care 
for  the  decades  ahead. 
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Appendix  H: 

Increase  in  Use  of  Nursing  Pools  in  Nursing 

Facilities 
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Increase  in  Use  of  Nursing  Pools  in  Nursing  Facilities 


Number  of 

Facilities 

in  Data 

Set 

RN 

Purchased 

Service 

Expenses 

LPN 

Purchased 

Service 

Expenses 

CNA 

Purchased 

Service 

Expenses 

Total 

Purchased 

Nursing  and 

Aide 

Expenses 

Total 
Nursing 
Expenses 

Total  Patient 
Days 

Percent 

Purchased 

Service  of 

Total 

Nursing 
Expenses 

Purchased 

Nursing 

Expenses  per 

day 

1996 

535 

6,922,407 

7,039,908 

10,484,619 

24,446,934 

933,762,755 

18,523,945 

2.6% 

$1.32 

1997 

523 

8,525,196 

7,643,168 

13,799,500 

29,967,864 

963,340,268 

18,556,159 

3.1% 

$1.61 

1998 

512 

12,595,267 

11,196,495 

19,173,801 

42,965,563 

995,248,677 

18,236,027 

4.3% 

$2.36 

1999 

503 

17,633,521 

16,857,307 

26,491^19 

60,982,147 

1,026,204,070 

17,872,185 

5.9% 

$3.41 

Percent 
increase 

1996  - 1999 

155% 

139% 

153% 

149% 

Source:  HCF-1  Reports,  1996-1999 
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Appendix  1-1 : 
Report  on  North  Carolina's  Study  of  Workforce  Issues 

"Comparing  State  Efforts  to  Address  the  Recruitment  and  Retention  of  Nurse 
Aide  and  Other  Paraprofessional  Aide  Workers" 

North  Carolina  Division  of  Facility  Services 
September  1999 
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Report  on  North  Carolina's  Study  of  Workforce  Issues 

'Comparing  State  Efforts  to  Address  the  Recruitment  and  Retention  of  Nurse 
Aide  and  Other  Paraprofessional  Aide  Workers" 

North  Carolina  Division  of  Facility  Services 
September  1999 


Massachusetts,  as  well  as  other  states,  is  gathering  data  and  information  to  determine  possible 
approaches  to  help  alleviate  shortages  in  critical  care  staff.  A  leader  is  this  effort  is  North 
Carolina,  which  conducted  a  comprehensive  analysis  of  workforce  related  issues.  For  example, 
the  North  Carolina  Institute  on  Aging  initiated  a  study  to  determine  if  nurse  aides  left  their  place 
of  employment  for  another  health  care  related  facility  or  chose  instead  to  work  in  another 
industry  (a  copy  of  the  resulting  report  is  attached  as  Appendix  1-2).  North  Carolina  also 
conducted  a  comprehensive  analysis  focusing  on  worker  retention,  primarily  through  a  survey 
used  to  determine  what  is  important  to  workers.  The  North  Carolina  Division  of  Facility 
Services  produced  the  resulting  report,  Comparing  State  Efforts  to  Address  the  Recruitment  and 
retention  of  Nurse  Aide  and  Other  Par aprofessionals  Aide  Workers,  in  September  1999. 

The  report  states  that  recruiting  difficulties  and  turnover  rates  are  a  very  serious  problem  for  all 
major  long-term  care  settings  in  North  Carolina  (home  care,  assisted  living,  and  nursing  homes). 
The  state's  low  unemployment  rate  (2.7%  in  June  '99  compared  to  4.3%  nationally)  was  seen  as 
a  cyclical  factor  that  contributed  to  worker  shortages.  A  state  survey  revealed  a  number  of  job 
factors  that  contributed  to  the  labor  shortage  and  which  include: 

>  Low  wages  and  few,  if  any,  benefits; 

>  No  career  path; 

>  Physically  demanding  work; 

>  Lack  of  opportunity  for  meaningful  input  into  patient  care; 

>  Inadequate  recognition  and  appreciation;  and 

>  Inadequate  exposure  to  "real  hfe"  job  demands  during  training. 

North  Carolina 's  Division  of  Facility  Services  also  developed  a  survey  to  collect  information 
from  all  50  states  addressing  several  public  policy  issues  related  to  aide  wages  and  benefits  and 
identification  of  any  major  actions  underway  or  being  considered  by  states  to  address  shortages 
of  aide  workers.   The  survey  was  conducted  in  May  and  June  of  1999. 

This  survey  indicated  that  of  the  48  states  from  which  information  was  obtained,  88  percent  (42) 
stated  that  aide  recruitment  and  retention  is  currently  a  major  workforce  issue.  The  concept  of  a 
wage  "pass-through"  was  being  instituted  or  being  considered  as  an  approach  to  address  wage 
and  benefit  issues.  States  intended  that  increases  would  be  passed  along  to  workers.  To  insure 
this,  some  states  have  now  mandated  the  pass-through  be  devoted  to  increasing  the  salaries  of 
nurse  aides. 
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States  have  chosen  to  implement  the  pass-through  using  different  approaches.  The  pass-through 
may  be  based  on  a  dollar  amount  while  others  (6  of  16)  have  chosen  to  establish  the  pass-through 
as  a  percentage  of  the  reimbursement  rate.  One  administrator  from  a  state  Unit  on  Aging 
expressed  concern  that  as  wages  in  other  lower  level  jobs  increase,  the  state  could  again  be  faced 
with  a  labor  shortage.  Most  states  intend  to  distribute  the  pass-through  equally  to  all  nurse  aides. 
Some  states  reported  that  they  allow  the  facilities  themselves  to  determine  which  staff  would 
receive  the  salary  increase  and  in  what  percentages. 


Approaches  Being  Considered  by  States  to  Enhance  Worker  Retention  and  Recruitment: 
Based  on  the  Division  of  Facility  Services'  survey,  states  are  addressing  worker  retention  and 
recruitment  using  varying  approaches  some  of  which  include: 

>  Instituting  enhancement  incentives  by,  tying  increased  reimbursement  rates  to  increased 

performance; 

>  Rhode  Island  offers  additional  hourly  reimbursement  in  seven  areas:  shift  differentials, 

client  satisfaction,  level  of  patient  acuity,  level  of  provider  accreditation,  continuity  of 
care,  and  level  of  worker  satisfaction; 

>  New  Jersey  is  considering  higher  reimbursement  rates  for  in-home  aide  services  provided 

at  night,  weekends  and  holidays; 

>  Washington  State  passed  legislation  requiring  home  care  providers  to  pay  their  staff  for 

the  time  commuting  from  one  site  to  another. 

>  States  are  considering  career  ladder  approaches.  Mississippi  has  established  a  standard 

for  homemakers  and  another  for  personal  care  aides,  as  a  basic  career  ladder. 
Delaware's  State  Legislative  and  Citizens  Investigative  Panel  on  Nursing  Home 
•  Reform  has  recommended  the  development  of  a  career  ladder  including  at  least  three 
levels;  intern,  team  member,  and  team-preceptor.  Each  level  would  result  in 
increased  pay. 

>  States  are  focusing  on  nurse  aide  training.  By  providing  or  proposing  different  levels  of 

training,  states  like  Mississippi,  Delaware  and  Maine  hope  to  provide  nurse  aides  with 
an  incentive  to  continue  the  profession.  Virginia  recently  increased  the  minimum 
training  hours  for  nurse  aide  programs  from  80  to  120  hours. 

>  States  are  considering  welfare  reform  efforts  as  a  possible  source  for  nurse  aide  trainees. 

>  Tapping  into  new  populations  to  expand  the  number  of  volunteers  is  being  considered. 

Suggested  groups  include  Americorps  volunteers,  local  and  state  volunteer  programs, 
student  volunteers  and  elders. 

>  Work  Groups  and  Task  Forces  are  being  established  to  obtain  and  analyze  data  to  help 

determine  both  short  and  long-term  approaches  to  addressing  this  critical  issue. 

>  Wisconsin,  Iowa  and  Oklahoma  are  focusing  on  enhancing  the  quality  of  life  for  direct 

care  workers  and  reducing  staff  turnover. 

North  Carolina's  Pilot  Programs 

The  NC  Division  of  Facility  Services  has  received  funding  from  the  Kate  B.  Reynolds  Charitable 
Trust  to  pilot  a  number  of  incentives  with  the  hope  of  improving  aide  recruitment  and  retention. 
The  state  also  believes  that  collaboration  with  various  trade  associations  representing  various 
health  and  long-term  care  providers  will  be  the  key  to  success  both  now  and  in  the  future. 
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Under  the  Kate  B.  Reynolds  Charitable  Trust,  funding  is  being  used  to: 

>  Develop  an  automated  data  tracking  system  to  track  this  workforce  over  time; 

>  Provide  nurse  aide  I  trainees  with  more  hands-on-care  time  so  they  get  a  more  realistic 
view  of  what  this  type  of  work  entails. 

>  Pilot  a  variety  of  employee  incentives  intended  to  improve  job  skills,  job  satisfaction  and 
performance  resulting  in  improved  recruitment  and  retention.  Results  are  expected  to  be 
known  in  late  2001. 

>  Conduct  a  public  education  and  awareness  campaign  about  the  importance  of  this 
workforce. 

Other  approaches  North  Carolina  is  considering  include: 

1)  The  Department  of  Health  and  Human  Services  could  explore  the  possibility  of  leveraging 
the  collective  purchasing  power  (and  broaden  the  risk  pool)  of  major  state  level  associations 
that  rely  on  aide  workers  to  offer  group  health  insurance  plans.  This  could  be  helpful  to 
those  employers  who  do  not  offer  health  insurance  but  also  to  those  employers  who  staff 
could  benefit  from  improved  coverage  or  pricing  as  a  result  of  this  effort. 

2)  The  Division  of  Facility  Services  could  include,  with  letters  sent  to  newly  enlisted  certified 
nurse  aides,  general  information  about  the  state's  Health  Choice  for  Children  insurance 
program.  The  state  level  trade  association  is  currently  informing  member  organizations 
about  this  insurance  program. 

3)  A  survey  of  major  provider  types  (home  care,  adult  care  homes,  nursing  homes)  will  be  done 
to  determine  if  those  facilities  that  provide  higher  wages  also  have  higher  retention  rates. 

4)  Consider  a  wage  pass-through  for  Medicaid  funded  personal  care  services  (in-home  and  adult 
care  homes)  as  well  as  for  nursing  home  care. 

5)  Inclusion  of  a  wage  pass-through  in  the  base  reimbursement  rate  in  subsequent  years  could 
be  pegged  to  the  state's  overall  unemployment  rate  so  that  if  employment  rates  climb  and 
competition  decreases  (to  possibly  some  predetermined  level),  the  reimbursement  rates  could 
be  concurrently  adjusted  downward  to  take  into  account  the  reduction  in  wage  pressures. 
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Appendix  1-2: 

Report  on  North  Carolina's  Study  of  Workforce 

Issues 

"Where  have  all  the  nurse  aides  gone?" 

North  Carolina  Institute  on  Aging 
http://facility-services.state.nc.us/aides.pdf 
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Where  have  all  the  nurse  aides  gone? 

Thomas  R.  Konrad,  Ph.D. 

North  Carolina  Institute  on  Aging 

Background: 

Nurse  aides  and  other  paraprofessional  workers  provide  most  of  the  paid  long-term  care  required  by 
impaired  persons  whether  at  home  or  in  facilities.  Although  this  job  is  among  the  top  12  occupations  in 
job  growth  in  the  US,  many  facilities  and  agencies  in  North  Carolina  and  elsewhere  have  difficulty 
finding  and  keeping  these  workers.  What  is  not  well  understood  is  whether  or  not  this  turnover  means 
that  these  workers  are  leaving  the  field  entirely  or  merely  moving  from  one  long-term  care  employer  to 
another.  Hence  we  sought  to  determine  whether  or  not  nursing  assistants  are  leaving  this  employment 
sector  and  what  other  kinds  of  jobs  they  hold.  This  study  is  one  component  of  a  three-year  grant  awarded 
to  the  North  Carolina  Division  of  Facility  Services  by  the  Kate  B.  Reynolds  Charitable  Trust  to  address 
aide  recruitment  and  retention  issues  in  the  state.  The  Division  of  Facility  Services  has  contracted  with 
the  Institute  on  Aging  to  assist  with  several  grant  activities. 

Objectives: 

The  specific  objectives  of  this  research  study  were  to:  (1)  estimate  the  extent  to  which  trained  nurse  aides 
in  North  Carolina  are  currently  employed  in  the  long  term  care  sector;  (2)  identify  other  concurrent  or 
subsequent  jobs  these  individuals  hold;  and  (3)  determine  the  annual  earnings  of  active  versus  inactive 
nurse  aides. 

Methodology: 

Data  from  two  of  North  Carolina's  state-operated  employment-related  data  sources  were  linked  and 
tabulated.  The  first  data  set  is  the  North  Carolina  Nurse  Aide  Registry  which  contains  all  individuals 
certified  as  having  completed  training  as  a  Nurse  Aide  I  (NA-I)  at  any  time  since  1990.1  Registrants  were 
identified  as  either  currently  active-  certified  to  work  as  a  nursing  assistant  in  a  health  care  facility-or 
inactive-no  longer  certified  to  work  as  a  nurse  aide.  The  second  data  set  is  North  Carolina's  Common 
Follow-up  System  which  contains  information  on  all  workers  and  their  wages  paid  by  employers  in  North 
Carolina. 

Research  Questions: 

We  sought  to  answer  3  specific  questions  about  Nurse  Aide  I  registrants'  employment  situation  during 
19983: 

•  What  industries  employed  "active"  and  "inactive"  registrants? 

•  How  large  were  the  wage  amounts  received  by  each  group  by  employment  sector? 

•  How  many  different  employers  did  individuals  in  each  group  typically  work  for? 

Findings: 

At  the  time  we  accessed  the  registry  there  were  96,340  inactive  registrants  and  another  82,801  active 
registrants. 

Focusing  on  active  registrants  receiving  wages  in  the  health  sector,  we  found  that  the  median  wage 
received  by  these  individuals  was  $11,358  from  all  employers  combined.  These  data  do  not  allow  us  to 
identify  individuals  who  only  worked  part-time,  but  we  can  say  that  only  20  percent  of  these  individuals 
had  wages  from  all  sources  exceeding  $18,360.  Further,  only  20  percent  of  active  nurse  aides  who 
received  any  income  in  each  of  the  following  sectors  received  more  than  the  following  amounts  during 
1998:  $7,71 1  in  home  health;  $1 1,202  in  residential  care;  $12,846  in  nursing  homes;  $14,528  in  doctors' 
offices;  $16,558  in  general  hospitals.  Most  of  these  individuals  received  income  from  more  than  one 
employer;  both  within  and  outside  health  care,  indicating  unstable  employment  patterns.  Altogether 
60,746  (73%)  received  some  income  from  outside  the  health  care  sector  during  1998.  Further,  at  least 


38%  of  all  wages  received  by  all  currently  active  Certified  Nursing  Assistant  1  registrants  in  1998  came 
from  employers  outside  of  the  health  care  sector.4  Much  of  this  income  came  from  work  in  retail  sales, 
eating  and  drinking  establishments,  manufacturing,  and  transportation.  Hence,  the  average  active 
registrant  received  income  from  1.89  different  employers  in  1998;  while  13  percent  had  no  employment 
record  during  1998. 

These  findings  contrast  sharply  with  comparable  figures  for  the  92,815  inactive  registrants  who  seemed 
to  fare  better  in  the  workforce,  largely  by  moving  away  from  work  in  long  term  care.  Although  it  is 
difficult  to  tell  from  these  data  how  many  inactive  registrants  held  full  time  jobs,  the  average  number  of 
employers  per  person  was  1.05  and  only  4%  had  no  employment  records.  Thus  relatively  few  held  more 
than  one  job  or  switched  jobs  in  1998.  The  median  1998  wage  for  this  group  was  $14,425;  and  20  percent 
had  earnings  in  excess  of  $25,  505  in  1998.  Further,  only  13  percent  received  income  from  the  long  term 
care,  home  health,  or  personal  care  sectors. 

Conclusions: 

Less  than  half  of  the  1 80,000  North  Carolinians  trained  to  work  as  nursing  assistants  during  the  last 
decade  are  currently  certified  to  work  as  a  nurse  aide.  Even  among  those  who  are  certified,  many 
apparently  work  only  part-time  as  a  nurse  aide  and  supplement  this  income  with  earnings  from  other 
unrelated  jobs  in  low  wage  industries.  Those  who  used  to  be  certified  as  nursing  assistants  have  mostly 
left  the  field  of  long-term  care  and  appear  to  have  more  stable  jobs  at  higher  wages  in  other  industries. 
However,  few  are  using  their  training  to  care  for  North  Carolina's  growing  number  of  disabled  and 
elderly  citizens  in  residential  care,  home  health  or  nursing  homes. 

Recommendations: 

■  More  competitive  wages  will  be  required  to  keep  nursing  assistants  and  other  frontline  caregivers  in 
the  long  term  care  sector. 

■  Some  type  of  career  ladder  may  be  necessary  to  foster  retention  in  long  term  care  employment. 

■  One  promising  approach  to  stem  the  outflow  of  Certified  Nurse  Aides  from  the  long-term  care  sector 
might  be  targeted  incentives  tied  to  education,  training,  and  retention. 


The  Nurse  Aide  Registry  is  maintained  continuously  by  North  Carolina  Department  of  Health  and  Human  Services,  widely 
used  by  employers,  and  captures  periodic  recertification.  The  data  we  used  contains  both  the  dates  of  certification  and 
expiration.  Only  the  entry  level  Nursing  Assistant  1  (NA1)  group  which  constitutes  the  typical  nurse  aide  or  frontline 
caregiver  in  a  Skilled  Nursing  Facility  (SNF)  or  certified  Home  Health  Agency  (HHA)  was  profiled.  Because  certification  is 
not  required  for  caregivers  in  assisted  living  facilities  and  adult  care  homes,  undercounting  of  individuals  working  in  these 
settings  is  expected. 

The  North  Carolina  Common  Follow-up  System,  maintained  by  the  Department  of  Labor  (DOL)  contains  wage  information 
submitted  quarterly  by  all  employers  in  North  Carolina,  and  contains  the  amount  and  timing  of  aggregate  wages  received 
quarterly  by  each  individual  within  standard  industrial  classification  (SIC)  or  employment  category.  Because  a  given 
individual  may  either  simultaneously  or  sequentially  receive  wages  from  several  employers  or  work  in  different  industrial 
sectors,  the  separate  records  maintained  by  the  system  allow  this  information  to  be  captured. 

Wage  information  from  the  4  quarters  of  1 998  was  obtained  for  all  these  individuals  and  broken  down  by  the  4  digit  SIC 
code.  These  were  combined  into  1 7  categories  including  several  different  types  of  long  term  care  and  health  care  employers. 
Information  from  the  DOL  does  not  allow  us  to  identify  the  specific  occupation  in  which  an  individual  is  working  only  the 
industrial  code  of  their  employer.  DOL  analysts  perform  all  requested  data  analyses  and  returned  aggregate  statistics  and 
tabular  data  to  staff  at  the  North  Carolina  Institute  on  Aging.  This  process  assured  these  sensitive  individual  records  and  This 
procedure  ensured  that  data  provided  were  sufficiently  detailed  to  make  useful  inferences,  but  at  a  level  of  aggregation 
ensures  confidentiality  by  precluding  identification  of  individuals. 

Use  of  temporary  service  agencies  is  quite  widespread  in  home  health  care  and  residential  care  due  to  high  turnover  and 
recruiting  difficulties.  Hence  we  made  the  conservative  assumption  that  all  individuals  employed  by  the  "temporary  service" 
sector  were  actually  being  deployed  back  to  work  for  health  care  facilities  or  agencies. 


